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ABSTRACT
Background: The Patient Protection and Affordable Care Act (ACA) made a
tremendous impact on the nation’s nonelderly (ages 18-64) uninsured population. Despite
the ACA provisions, they fell short of universal health insurance coverage; especially in
states that chose not to expand Medicaid, like South Carolina. Those left uninsured are
likely to experience great difficulty with the health care delivery system, especially in
areas that have a high concentration of uninsured residents.
Purpose: To assess the effect of psychological vulnerability, as measured by mentally
unhealthy days, on access to healthcare and healthcare utilization among the long term
uninsured in South Carolina.
Methodology: Chi square, Spearman correlations, and regression analyses were run
between mentally unhealthy days and questions relating to access to healthcare and
healthcare services utilization.
Results: Access questions that were found to have a statistically significant relationship
to mentally unhealthy days: usual source of care, means of transportation to care,
difficulty to receive care, amount of time taken to get to care, amount of time since last
doctor’s visit, delay receiving care because of cost, and inability to get a necessary
prescription. Utilization questions that were found to have a statistically significant
relationship to mentally unhealthy days: time since last check-up, amount of time spent
on healthcare within the last year, hospitalized in last twelve months, and emergency
room visit in last twelve months.
Discussion/Conclusion: Results show an overall lesser degree of fit between the health
care system in the hotspots and the individuals residing in the area. Ultimately,
psychological vulnerability is a significant factor relating to access to healthcare
service, which subsequently translates into the adverse relationship between healthcare
service utilization and mentally unhealthy days. Based on these results, it is imperative
that policy makers consider how policy will influence the community uninsurance rates
and the resources that the community will have available for its members.
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CHAPTER ONE
INTRODUCTION
Background
The Patient Protection and Affordable Care Act (ACA) made a tremendous impact
on the nation’s nonelderly (ages 18-64) uninsured population. The law extended health
insurance coverage to many of the previously uninsured by banning pre-existing conditions
exclusions, extending coverage for dependents until the age of 26, mandating employerprovided coverage for all full-time employees, mandating insurance be purchased by all
individuals, offering tax subsidies to help cover costs of insurance, and expanding
Medicaid eligibility to 138% the federal poverty limit (Kaiser Commission 2012a). An
estimated 20 million nonelderly adults gained insurance coverage under the ACA from
2010 to 2016 (Uberoi et al. 2016).
Despite the ACA provisions, they fell short of universal health insurance coverage.
In its passage, the ACA was widely contested politically. Lawsuits from several states were
enacted against the federal government to challenge the constitutionality of the law.
National Federation of Independent Business v. Sebelius found most of the ACA
provisions as Constitutional. However, the case ensured that the Medicaid eligibility
expansions could be left up to the individual states to implement (Kaiser Commission
2012c; Uberoi et al. 2016). As of April 15, 2018, 18 states chose not to expand Medicaid
coverage (Kaiser Commission 2018).
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Prior to the implementation of the ACA, South Carolina had a high uninsured rate,
as did much of the southern and western United States (Kaiser Commission 2012b). Still
today, South Carolina has significant unmet health needs. Many residents report health as
fair or poor, have had diagnoses of diabetes, and are overweight or obese. South Carolina
also has a high infant mortality rate and cancer death rate. Due to these health needs,
expansion of health insurance and Medicaid represents a first step towards better health
(Kaiser Commission 2016). Despite this, South Carolina showed early signs of preferring
to opt out of ACA provisions to the extent allowable under federal law (Wishner et al.
2014); as such, South Carolina was among the 19 states to refuse the Medicaid expansion.
Due to this opt-out Medicaid scenario, hundreds of thousands of people in South Carolina
remained uninsured. One study estimated that approximately 3.6 million more Americans
would remain uninsured nationwide due to the partial implementation of the ACA
provisions (Price & Eibner 2013).
Medicaid expansion states saw significantly higher percentage reductions in their
uninsured rates compared to non-expansion states (Antonisse et al. 2016; DHHS 2016).
Although more research is needed for verification, findings show some indication that the
expanded health insurance coverage is associated with better health outcomes (Antonisse
et al. 2016). Because the ACA was federally implemented, South Carolina showed
significant reductions in the uninsured percentage. As of 2016, the South Carolina
uninsured percentage is 10.8%, down from 18.9% from the pre-ACA implementation
(Kaiser Commission 2017). However, if South Carolina had expanded Medicaid, almost
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36% of those remaining uninsured would be eligible for coverage (Garfield and Damico
2017).
The Uninsured
The estimated 24 million who remain uninsured nationwide largely resembles the
pre-ACA uninsured population. The low-income of less than 138% of the federal poverty
level; working aged adults under 35; racial and ethnic minorities, especially Latino; and
small business employees accounted for approximately 21 million of the remaining
uninsured (Garfield et al. 2014; Garfield and Young 2015; Kaiser Commission 2017;
Collins et al. 2016). Many of these individuals were eligible for coverage under the
Medicaid expansion, but fell into the coverage gap due to many states opting out (Garfield
& Damico 2014; Kaiser Commission 2017). Low-income working families are the most
susceptible to being uninsured as they are less likely to be offered coverage from an
employer and less able to afford the costs associated with individual insurance market
(Kaiser Commission 2012b). Despite the uninsured more likely consisting of younger
adults, under 26 years, the dependent coverage provision of the ACA is likely to allow
them to gain insurance (Kaiser Commission 2012b).
The remaining uninsured are more likely to rate their health as fair or poor, despite
being less likely to not receive a clinical diagnosis (Garfield & Young 2015). Additionally,
the uninsured have a greater likelihood of engaging in adverse health behaviors, such as
less physical activity (Shi & Stevens 2005a). Despite the likelihood for worse health
conditions and behaviors, the uninsured face greater difficulty accessing healthcare
services and using those services. The uninsured are less likely to have a regular source of
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care, more likely to delay receiving needed care, and less likely to use preventive services
(Kaiser 2012; Hu et al. 2014). When the uninsured do receive care, it is likely lacking in
quality. The uninsured have greater access to community and public facilities rather than
high-quality hospitals (Kaiser Commission 2012; Popescu et al. 2017). Additionally,
public healthcare facilities for the uninsured do not sufficiently substitute for access to care
that would be made possible through obtaining insurance coverage (Kaiser Commission
2012). The uninsured often receive care from less experienced providers (Gardner &
Vishwarao 2010).
Emergency department care has been routinely a source for the uninsured, typically
for nonurgent conditions (DHHS 2011; Weisz et al. 2015; Weiwei et al. 2015). This
behavior could be due to the experiences faced by the uninsured in healthcare facilities.
Lack of insurance prevents obtaining medically necessary care and respondents cited lack
of confidence in receiving care and experiencing provider-level barriers (Han et al. 2015).
Cost for medical care services is a deterrent for the uninsured, as they are vulnerable
to financial barriers to receiving care (Shi & Stevens 2005a). When they receive care, they
are unlikely to be able to pay, resulting in uncompensated care (Institute of Medicine 2009).
Uninsured families on average are only able to pay a portion of medical bills, regardless of
income level (DHHS 2011). Financial strain from medical bills is often cited as the main
reason the uninsured forgo healthcare (DHHS 2011; Kaiser Commission 2017). In fact,
this financial vulnerability is a major cause of stress among the uninsured (Kaiser
Commission 2012; Brown et al. 2016).
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The strain inherent in uninsured status can be exacerbated by longer duration of
lack of insurance. A large percentage of the uninsured have lacked coverage for twelve
months or longer (Garfield & Young 2015). Chronic lack of insurance exacerbates the
issues prevalent among the uninsured. Extended duration without coverage is negatively
associated with the probability of receiving care. Those uninsured for shorter duration
receive necessary care in less time than those who are long-term uninsured (Kaiser
Commission 2004; Abdus 2014). Additionally, the uninsured are more likely to consist of
already disadvantaged subpopulations. The low-income, the near elderly (aged 50-64
years), and Hispanics have greater likelihood of being uninsured for longer durations
(Kaiser Commission 2004). Prior to the implementation of the ACA, approximately 31.3
million people were uninsured for all of 2011 and 2012. Those uninsured for the full four
years between 2009 and 2012 is an estimated 22.2 million (Rhoades and Cohen 2014). The
long-term uninsured were largely represented among those who received coverage after
the ACA implementation (Decker & Lipton 2017).

Additionally, there can be entire areas that have a high population of uninsured
people and that can have implications for the health care system of that area. Areas that
consist of higher percentages of uninsured persons are likely to suffer from various aspects
of inadequate healthcare services. Communities with high rates of the uninsured have an
average of 26.9% uninsured, communities with low rates average approximately 6.8%; this
proportion is reflected in the poverty rates in these respective communities. These high
uninsurance populations additionally showed a higher percentages of minority occupants:
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27.9% Latino/Hispanics and 11% blacks, compared to 5.7% and 7.4% for Latinos and
blacks in low uninsurance communities, respectively (Pauly & Pagan 2007).

According to Pagan and Pauly (2006), the vulnerable uninsured also affect those
who have coverage due to greater frequency of critical care in the same health systems. If
access to care is supplied by a charity services, there may still be issues in utilization as
there might be higher prices for services to the uninsured; potential impact on quality of
care. Insured adults were less likely to have a place to go when they were sick. The
uninsured residing in communities with high uninsurance rates perceived unmet medical
needs. Providers that serviced areas of high uninsurance report dissatisfaction with their
careers and perceived that the quality of care they provided was lower. Additionally,
patients experienced lower levels of trust and satisfaction with their doctors. Availability
of specialized services was negatively related to uninsurance rage in the community.
Primary care physicians were less likely to refer to specialists; consequently, the available
specialists are less likely to be able to deliver quality care. Number of physicians per capita
was negatively associated with unmet healthcare needs. It is worth noting that uninsured
individuals in high and low uninsurance rates showed very consistent perception of unmet
needs.

Significance

During the current period of health reform, it is important to assess the vulnerability
inherent in the uninsured population. The Institute of Medicine (2009) recommended that
the federal government seek to achieve health insurance coverage for everyone. The ACA
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provided significant expansions, although insurance coverage for all remains an elusive
goal. The uninsured are vulnerable; due to this vulnerability, the federal government has a
responsibility to account for them in further healthcare reform (Flaskerud & Winslow
2010). Despite the ACA, health insurance coverage is viewed in the United States from a
market justice perspective and the United States is at variance with nearly all other
advanced industrialized countries in maintaining that view. However, the vulnerability
surrounding the uninsured is a major social problem. Uninsurance is both a health problem
and a social problem. Resolution of the problem requires social action (e.g., changes in
policies and law). From a social justice perspective, health insurance is a right; with the
expansion of insurance coverage would be a crucial step in providing healthcare for all
citizens.

The uninsured face substantial vulnerability with healthcare utilization, both on
community and individual level. Due to this, their experiences require closer examination
to assess their difficulties with the health care system. As mentioned earlier, uninsurance
does not negate the possibility of access to and use of services. It is primarily a significant
predictor, due to the influence insurance status has over quality of life and healthcare
services. Thus, it is imperative to study the matter of the uninsured further. Insufficient
resources cause the uninsured stress, especially regarding healthcare services. Stress
among the uninsured potentially results in additional vulnerability that could be
psychological in nature. Among the uninsured population, there is perceived stress and
negative coping strategies that are both significant predictions of depression (Kanimura et
al. 2015). Furthermore, approximately 19% of the uninsured report their mental health
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status as fair or poor (Garfield & Young 2015). Such stress could in turn be a cause of
mental health vulnerability. Thus, due to this added potential vulnerability among the
uninsured, the presence of psychological vulnerability could negatively influence access to
healthcare and healthcare utilization. The interconnection of risk factors (i.e. uninsured
status and psychological vulnerability) may compound the barriers to healthcare prevalent
in each vulnerability. This sets the stage for a vicious cycle, with mutually reinforcing risks
and stressors accompanying uninsured status. Although a vicious cycle, these would
require longitudinal data to analyze, but cross-sectional data can help as a first step by
analyzing statistical associations at one point in time. Hence, the purpose of this study is to
assess the effect of psychological vulnerability, as measured by frequent mental distress,
on indicators of access to healthcare and healthcare utilization among the long term
uninsured in South Carolina.

Theoretical Framework
Aday (2002) developed a comprehensive vulnerability model that incorporated
individual- and community-level risk factors to determine vulnerability in the various
dimensions of health. Community-level factors can include neighborhood characteristics
that also can influence individual-level factors, and social factors such as cohesion and
social support. The uninsured population can experience vulnerabilities at both individual
and community levels. Uninsured status on the individual can result in worse health
outcomes and greater health care needs. Furthermore, community uninsurance is related to
community disadvantage and less access to and use of health care services. Aday’s
combination of individual and community attributes to vulnerability was very
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comprehensive. However, it specifically denoted 9 populations as the most vulnerable:
high risk infants and mothers; chronically ill and disabled; people with HIV/AIDS;
mentally ill and disabled; alcohol and substance abusers; the suicidal and homicidal;
abusing families; the homeless; and immigrants and refugees.
Aday’s vulnerable populations conceptual model (VPCM) expands upon earlier
models that focused primarily upon individual health and healthcare factors. While
uninsurance is an individual factor, it can contribute to various community level issues. For
example, community uninsurance could lead to limited quality healthcare resources,
subsequently promoting greater health vulnerabilities, physically and mentally.
Vulnerable populations are the result of an interactive relationship between
resource availability, relative risk, and health status. Resource availability influences
individuals while individual risk varies as a function of the opportunities and resources,
both material and nonmaterial, associated with the social characteristics of the individual
themselves and the nature of their. social and neighborhood ties. These varied social factors
(including social status, social capital, and human capital) can be viewed as the
fundamental social causes that shape differential environmental and behavioral exposure
to health risks. An example of this could explain the different rates of frequent mental
distress (FMD) among the uninsured population. Social support serves as a means of
coping with negative life events, minimizing their effects of physical or mental well-being.
Communities foster social resources that are drawn on by individuals within them (Aday
2002).
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Relative risk of vulnerable populations is directly influenced by community and
individual factors associated with poor health. “Relative risk refers to the ratio of the risk
of poor health among groups that are exposed to risk factors and those who are not,” (Last
et al. 1995 as cited in Aday 2002:4). Being in poor health in any one of the dimensions of
health care make an individual vulnerable to poor health in other dimensions. Health status
is related to the World Health Organization definition of health that incorporated physical,
mental, and social dimensions to create a more holistic picture of health. Health needs/
deficits can be assessed at both the community and individual level. Community
assessment would focus on statistical indicators of things like morbidity or mortality.
Individual assessment would be conducted of individual health status. While physical and
social health are both important, for this paper focuses on mental health and well being.
Shi and Stevens (2005a) applied the vulnerability framework towards the
uninsured. They stated that there was cumulative evidence that the uninsured were likely
to suffer from poor health status, subpar access and utilization of healthcare services, and
subpar services. First, the uninsured were more likely to report greater health risk
behaviors. Secondly, the uninsured population consists of various other high-risk
populations such as those with low income and racial and ethnic minorities. Due to the
uninsured susceptibility towards encompassing additional vulnerabilities it is worth noting
that multiple vulnerabilities are prone to greater differentials in accessing or utilizing
healthcare services (Shi 2001). Shi & Stevens (2005b) calls attention the potential
hindrance simultaneously occurring risk factors can have on access to care and healthcare
utilization for vulnerable populations.
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For this thesis, I postulate that the same community factors that affect accessibility
of healthcare services and the individual factors that utilization of care will be related to
psychological vulnerability. Within the uninsured population, the added vulnerability
relates to worse access to healthcare facilities and less use of regular healthcare services.
The community- and individual-level relationship to psychological vulnerability,
i.e. mentally unhealthy days, is explained by stress theory. Following Pearlin et al. (1981),
community-level factors directly affect individual ability to cope with stress. Inability to
cope with stress, could result in individual distress and psychological vulnerability. This
psychological vulnerability can impede the individual’s perceived ability to successfully
accomplish something, or their self-efficacy. Impeded self-efficacy within an already
vulnerable population can result in less perceived ability to improve their situation
themselves through various means, including those available through and facilitated by
health care services.
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Figure 1: Conceptual framework
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CHAPTER TWO

LITERATURE REVIEW

Access to Healthcare Services
The concept of access to healthcare services does not have a universally agreed
upon meaning. In research, the definition of access remains largely dependent on the needs
of the study. Aday and Andersen (1975a) stated that access has been regarded as more of
a political concept than one that is dependent on a solely scientific measure. According to
Aday (2002), access implies that people have a place to go as well as the financial and
other means necessary to obtain care. Penchansky and Thomas (1981) defined access as a
concept that regards the degree of fit between the patients and the healthcare system. For
this thesis, access will be defined as “the ability of persons needing health services to obtain
appropriate care in a timely manner,” (Shi & Singh 2015: 571). This definition refers
mainly to the potential for access as described by Aday and Andersen. Potential access is
determined through different characteristics of the healthcare system and of the population
at risk (Andersen 1995). These factors can furthermore affect the utilization of care but
access more closely addresses the supply of healthcare, which directly influences use of
care.
Dimensions of access are very important to consider as they are influential for the
use of services. Aday et al. (1980) related the structural indicators of access to the
availability of healthcare providers and personnel, as well as how the healthcare system is
organized. These definitions lend themselves to the dimensions of healthcare used by
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Penchansky and Thomas (1981). Dimensions of healthcare access are: “Availability:
adequacy of supply of providers, facilities, and specialties… accessibility: relationship
between location of supply and location of clients, includes time, distance, and cost to
travel… accommodation: relationship between the manner supply resources are organized
to accept clients’ and clients ability to accommodate them, including hours of operation,
appointment times, walk-in facilities… affordability: price of services and providers
insurance or deposit requirements to income and ability to pay (client perception is
important here); acceptability: clients attitudes about acceptable personal characteristics of
clients…” (128-129). The dimensions relate to how the overall health system of an area
can be useful to the population at risk.
Attributes of the healthcare delivery system are largely related to the social
conditions of an area, including the external environment and the community (Phillip et al.
1998). Geographic location is a highly influential determinant of accessibility of
healthcare. It may limit availability of providers that are in a certain area. Furthermore,
community location influences the distribution of healthcare providers, as well as, access
to primary or specialty services (Shi & Stevens 2005a). Location could be a barrier to
potential patients in need of care. Distance to care facilities and transportation limitations
to facilities are a hindrance to using services, ultimately resulting in unmet need (Arcury
et al. 2005; Comber et al. 2011; Haley et al. 2017). Community-level disadvantage limits
the access to healthcare, reducing likelihood of usual sources of care (Kirby & Kaneda
2005; Archibald & Rankin 2013).
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Community disadvantage directly relates also to the population at risk in an area.
Populations at risk can be conceptualized at both individual and community levels.
Populations conceived as individuals bring the focus on utilization behaviors; while
community-level characteristics influence the supply of resources. Both populations at risk
reflect predisposing, enabling, and need attributes. On a community level, predisposing
characteristics are neighborhood compositions, geographic location, political environment,
and social norms. Enabling characteristics are a function of socioeconomic status of an
area, social assets, social cohesion, and social inequalities. Need factors are the population
health behaviors, population well-being, and overall health disparities (Shi & Stevens
2005a). Disadvantaged populations at risk fare worse regarding access to healthcare
resources. Metropolitan residence, rather than rural, generally means better access to
healthcare services and providers; in fact, increasing rurality relates to less access to
specialty doctors (Hendryx et al. 2002; Chan et al. 2006). The population at risk within an
area can significantly influence its healthcare system. Disadvantaged individuals tend to
concentrate in a given area, resulting in the disadvantaged becoming a defining community
characteristic and ultimately, predicts the ability of its residents’ access to healthcare (Jiang
& Begun 2002; Kirby & Kaneda 2005). Lack of neighborhood cohesion and community
social support is associated with fewer healthcare services and affects the delivery of care
from health providers (Ahern & Hendryx 2003; Prentice 2006; Aysola et al. 2011; Willet
et al. 2012).
Influence of community attributes on access to care can be explained by the
community social resources model from Flaskerud and Winslow (1998). The model
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suggests that community resources impact the overall health of the community; as such,
community vulnerability influences individual vulnerability. Community vulnerability is
related to limited resources (e.g. healthcare services), ultimately leading to negative health
outcomes. Resource availability is reflected in both environmental and socioeconomic
factors. Such factors are a source of stress for the community (Phillips et al. 1998).
Community-level uninsurance is an impeding factor to healthcare services
availability. If a community has a relatively high occurrence of uninsurance that
community is going to have difficulties obtaining necessary care and receiving lower
quality care (Institute of Medicine 2009; Gresenz & Escarce 2011). In fact, communities
with higher uninsurance can have approximately twice as many difficulties regarding care
(Cunningham & Kemper 1998). This community uninsurance highlights the vulnerability
the individuals face due to community attributes.
Healthcare Service Utilization
Use of healthcare services is closely related to access to care; so much so that
problems with access to healthcare directly influence barriers to use of the services (Pacula
& Strum 2000). Use is often regarded as realized access and as an objective indicator of
access (Andersen 1995). Indicators of realized access can be found in the type of services
used, purpose of use, location of services, continuity of care, duration of use and frequency
of service visits (Aday et al. 1980). Customer satisfaction is also directly related to use; it
is a subjective indicator of realized access.
Because use of services is largely dependent on access to services; use of services
can be largely dependent on community factors. Disadvantaged neighborhoods, subject to
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poor environmental conditions and fewer social resources, are directly related to not using
preventive services, lack of primary care service use, and greater use of emergency room
services (Ricketts et al. 2001; Kirby & Kaneda 2005; Weisz et al. 2015). Neighborhood
conditions are reflected in social support which is likewise related to seeking health care
services. Social support is positively related to barriers to care and is positively associated
with help-seeking and use of services (Honda & Jacobson 2005; Perry et al. 2008; Fleury
et al. 2014; Wiesz et al. 2015). Lower sense of community is also associated with issues of
provider choice and less provider satisfaction.
Individual-level characteristics of the population at risk directly affect use of
healthcare services. Predisposing characteristics include race/ethnicity, age, gender,
marital status, etc. Enabling characteristics include income and insurance coverage status.
Need characteristics include health status issues and mental/physical well-being (Shi &
Stevens 2005a). Whites are shown as more likely to report unmet need (Shi & Stevens
2005b). Age is shown to be positively associated with emergency room use and use of
prescription drugs (Goodwin & Anderson 2002; Chen et al. 2015). Women show greater
need for healthcare than men (Saliganicoff 2014). Marital status is positively associated
with receipt of care (Goodwin & Anderson 002; Glover et al. 2004). Racial and ethnic
minorities are more likely to use emergency care services and less likely to report a usual
source of care (Glover et al. 2004; Chen et al. 2015).
Disadvantaged members of at-risk populations can experience discrimination in the
healthcare system which is largely deters use of services. Reports of race, age, and
insurance status discrimination are related to delays in needed care, reposts of unmet need
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for care, poor perception of care and worse health outcomes (Calsyn & Winter 2001;
Casagrande et al. 2007; Allen et al. 2014). Racial and cultural factors are influential to
minority patients’ adherence to treatment and use of services. Black and Latino patients
are shown to find greater satisfaction with care when they have the same race or ethnicity
as their provider (Saha et al. 1999; Chen et al. 2005). Patient satisfaction is largely
influential to patient health outcomes (Kane et al 1997). Unsatisfactory experiences impede
patient self-efficacy further limiting the likelihood of use of services (Cavalhieri 2016).
Trust in physicians is shown to be related to community social factors and is indicative of
not seeking care even if necessary (Ahern & Hendryx 2003; Mohseni & Lindstrom 2007).
The social relationship between patient and provider is largely influenced by
discrimination and other stressors. Poorer relationships may influence self-efficacy among
the vulnerable populations (Lantz et al. 1998). Such a hindrance on vulnerable populations
can result in fewer health promoting behaviors, like using healthcare services. Self-efficacy
is positively related with help-seeking and using healthcare services (Judd et al. 2006;
Janicke & Finney 2010; Weng et al. 2010; Raymond et al. 2011; Wu et al. 2015; Umubyeyi
et al. 2016).
Insurance status can serve as a stressor and a hindrance to using healthcare services.
The uninsured are likely to delay necessary care (Shi & Stevens 2005b). Also, uninsured
status is associated with less satisfaction with care services (Wan et al. 1997). The
uninsured are still likely to routinely utilize the emergency room services, although this is
typically used for nonurgent issues (Koziol-McClain et al. 2000; Weisz et al. 2015; Weiwei
et al. 2015). This use of services is a last resort as the uninsured likely have no other options
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for healthcare services; citing lack of public health facilities or a source of care (O’Brien
et al. 1997; Byrne et al. 2003; Rust et al. 2009).
Mental Distress
Frequent mental distress (FMD) is derived from the Center for Disease Control and
Prevention’s (CDC) Behavioral Risk Factors Surveillance System (BRFSS) core HRQoL
“Healthy Days” measure. The question states, “thinking about your emotional or mental
health, which includes stress, depression, and problems with emotions, for how many days
was your emotional or mental health not good?” (CDC 2000b:8). Individual who indicate
a greater number of days of experiencing “not good” days are said to have worse recent
mental health. A report of 14 or more days within a 30-day period of “not good”
emotional/mental health constitutes “frequent mental distress.”
The Healthy Days care module is designed to be compatible with the World Health
Organization’s (WHO) definition of health (CDC 2000b). According to the WHO (1948),
health is defined as “a state of complete physical, mental, and social well-being.” Each of
the core question measures a different dimension for a more holistic picture of health.
Population-level use of the cost measures has been used to identify health trends and
disparities, which in turn may be useful to address population health needs (CDC 2000b;
Zack et al. 2004; Moriarty et al. 2005). Each dimension has been associated with each
other, indicating the importance and interconnectedness of each aspect of health (Kobau et
al. 2004). As a core measure of the “healthy days,” mentally unhealthy days indicate the
potential for psychological vulnerability i.e. mental distress. Due to its proven
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interconnectedness (Kobau et al. 2004; Baune & Aljeesh 2006), mental distress could show
indication of other areas of need. Thus, ascertaining its influence is imperative.
Overall, the measures, especially mental distress, are useful at a community level
because they reflect the influence population-level conditions, resources, and policies can
have on the perceptions of health status and function of the population (CDC 2000b),
inevitably indicating areas of need. The community can cultivate stress, influencing
psychological

vulnerabilities.

Neighborhood

disadvantage

is

associated

with

psychological, social and environmental well-being, even causing signs of depression in
area residents (Kubzansky et al. 2005; Gadalla 2010; Erin et al. 2012; Kamimura et al.
2014). Socioeconomic conditions of an area are strong determinants of mental distress (Jia
et al. 2009; Gadalla 2010). Furthermore, more populous, urban regions have indicated
higher prevalence of distress, with greater numbers of unhealthy days (CDC 2000a;
Fredriksen-Goldsen et al. 2010).
Social causes of mental distress align with the fundamental cause theory for disease
(Link & Phelan 1995). Social context, especially, socioeconomic factors and social
support, are the fundamental causes of disease as they effect an individual’s capacity to
influence the impact of stress. Social conditions influence access to important resources
(e.g. healthcare), hindering sources of intervention, ultimately maintaining the stressors
associated with disease.
Social stresses can exacerbate individual vulnerabilities, such as (mental) health
perceptions, health risk behaviors, social support, and functional status (CDC 2000b).
Individual mental vulnerabilities have been linked to limited to social support and social
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capital, which can be related to the social conditions (Sapp et al. 2003; Fortin et al. 2006;
Lim & Zeback 2008; Strine et al. 2008a; Nieminen et al. 2010; Farr & Bish 2013). Lack of
sufficient social support means that individuals are unable to mediate their stressful
experiences, resulting psychological vulnerability that could result in negative health
behaviors. These adverse health behaviors include smoking, lack of exercise,
overconsumption of alcohol, and lack of good nutrition (Brown et al. 2003; Ahluwalia et
al. 2004; Strine et al. 2004a; Strine et al. 2004b; Rapalo et al. 2005; Jiang & Hessler 2009;
Frederiksen-Goldsen et al. 2010; Ampara et al. 2011; Thompson et al. 2012; Farr & Bish
2013; Mukherjee 2013). Moreover, functional health outcomes are affected by
psychological vulnerabilities, e.g. distress. Distress is associated with weight problems
(being either over- or underweight), mental health impairment, limited active function,
presences of chronic conditions, and disability (Hassan et al. 2003; Strine et al. 2004a;
Strine et al. 2004d; Kobau et al. 2005; Kimmerling & Baumerind 2005; Jiang & Hessler
2009; Fredriksen-Goldsen et al. 2010; Ampara et al. 2011; Chen et al. 2011; Thompson et
al. 2012; Farr & Bish 2013; Mukherjee 2013; Zack et al. 2013; Fleury et al. 2014). The
negative health outcomes associated with mental distress could even increase need for care.
Furthermore, mental distress is more commonly prevalent among disadvantaged
subpopulations. Low socioeconomic status, education, occupation, and income are
negatively associated with individual-level mental distress (Ahluwalia et al. 2003; Brown
et al. 2003; Zahran et al. 2005; Jiang & Hessler 2009; Cokes & Kornblum 2010;
Fredriksen-Goldsen et al. 2010). Age is associated with mental distress, women show
greater prevalence of mental distress as well as racial and ethnic minorities. Married
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individuals were less likely to experience mental distress (Ahluwalia et al. 2003; Brown et
al. 2003; Zahran et al. 2006; Jiang & Hessler 2009; Cokes & Kornblum 2010; Ampara et
al. 2011; Thompson et al. 2012; Mukherjee 2013; Zack et al. 2013; Charara et al. 2016).
Individual prevalence of mental distress has the potential to result in the
diminishment of sense of self. Insufficient social support, as well as individual
vulnerability caused by mental distress present “the enduring presence of noxious
circumstances…(which) functions to strip away the insulation that protects the self against
threats to it,” (Pearlin et al. 1981:339). Presence of distress can be attributed to insufficient
coping strategies, potentially exacerbated by insufficient social networks, which heighten
individual distress, ultimately hindering individual self-efficacy. Vulnerable populations
experience discrimination and decreased life satisfaction which in turn creates
psychological distress (Strine et al. 2008b; Byrd 2012). Financial strain attributed to
socioeconomic status could result in higher distress (Advani et al. 2014). Stressors like
these have a hindering effect on self-efficacy, the presence of which would allow for
improved psychological well-being and overall quality of life, resulting in greater selfmanagement and promotion of positive health related behaviors (Joekes & Elderen 2007;
Gadalla 2009; Gadalla 2010; Motl et al. 2013).
Chronic mental distress can reduce the likelihood of personal motivation to obtain
medical care (Shi & Stevens 2005a). The importance of self-efficacy in obtaining necessary
healthcare has been noted, especially among those displaying psychological need (Foley et
al. 2007; Weng et al. 2010; Raymond et al. 2011; Umubyeyi et al. 2016). Presence of
psychosocial stressors result in mental barriers that lead individuals to adopt unhealthy
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coping mechanisms, namely smoking, drinking and hinder the adoptions of health
promoting behaviors, like use of healthcare services. (Shi & Stevens 2005a).
The need for healthcare can result in the presence of numerous stressors, which
may affect those who in turn do not receive the necessary care. Mental distress is associated
with not having routine examinations (Willet et al. 2012); delaying necessary care (Jacobs
et al. 2015); forgoing outpatient medical visits and preventive care (Thorpe et al. 2006);
reporting an unmet need for care (Law et al. 2005); using emergency room care for
nonurgent problems (Koziol-McLain et al. 2000); and not having a regular health care
provider (Kirchoff et al. 2012). Psychological vulnerability has been found to be associated
with lower levels of self-efficacy, which in turn, is associated with individual help-seeking
(Judd et al. 2006; Kleinberg et al. 2013). Regular use of the emergency department for
health needs is widely believed to contribute to the psychologically vulnerable, by
researchers.
A major source of stress from the healthcare system that constituted a hindrance to
receiving care was that of cost. Those who reported mental distress were likely to note that
financial issues in healthcare as an issue (Mujtabai et al. 2005; Rapalo et al. 005; Gibson
et al. 2011; Bruning et al. 2014). Consequently, since health insurance coverage is a
significant factor for healthcare costs, its lack is a source of mental distress. The uninsured
are consistently shown to have a higher prevalence of mental distress (Penson et al. 2001;
Coulter et al. 2002; Ahluwalia et al. 2003; Brown et al. 2003; Strine et al. 2004c Rapalo et
al. 2005; Strine et al. 2011; Alang et al. 2014; Bruning et al. 2014; Ward & Martinez 2015).
This represents an added vulnerability to the uninsured.
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However, there is little research conducted to assess the difference an added
vulnerability can make towards access to and use of healthcare services. O’Neal et al.
(2014) conducted a study among older African Americans, collected from six churches in
North Carolina, assessing the influence insurance status and psychological vulnerability
and their interaction on use of preventive care services. It was found that individual
psychological vulnerabilities result in variations in the effect of health insurance status.
Health insurance coverage increased the likelihood of receiving the preventive treatment
when individual displayed higher psychological vulnerability, further indicating the
importance of insurance reception for healthcare. Psychological vulnerability inhibited the
use of some preventive service. Although the study did not focus only on the uninsured
population, it does show the relationship between psychological vulnerability caused by
stress and its effect on insurance coverage. From this evidence of dual vulnerabilities
effecting use of healthcare services, I draw my hypotheses. There are two general
hypotheses, the first with six sub-hypotheses and the second with five sub-hypotheses.
Each sub-hypothesis incorporates a different indicator of its general concept, “access” or
“utilization.”
Hypotheses
Hypothesis 1: There will be a negative relationship between frequent mentally unhealthy
days and access to healthcare services.
Hypothesis 1a: There will be a relationship between frequent mentally unhealthy
days and being more likely to not have a usual health facility to go is they
respondent is sick or in need of health advice (Y1a).
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Hypothesis 1b: There will be a relationship between frequent mentally unhealthy
days and taking public transportation to receive care when sick or in need of health
advice (Y1b).
Hypothesis 1c: There will be a relationship between frequent mentally unhealthy
days and taking more time to go to a facility when sick or in need of health advice
(Y1c).
Hypothesis 1d: There will be a relationship between frequent mentally unhealthy
days and greater difficulty in going to a health facility when sick or in need of health
advice (Y1d).
Hypothesis 1e: There will be a relationship between frequent mentally unhealthy
days and delaying getting needed medical care (Y1e).
Hypothesis 1f: There will be a relationship between frequent mentally unhealthy
days and being more likely to not be able to get a prescription (Y1f).
Hypothesis 2: There will be a negative relationship between frequent mentally unhealthy
days and healthcare service utilization.
Hypothesis 2a: There will be a relationship between frequent mentally unhealthy
days and more time since going to the doctor for a routine checkup. (Y1-2a)
Hypothesis 2b: There will be a relationship between frequent mentally unhealthy
days and more time since going to the doctor for any other preventive treatment
(Y2b).
Hypothesis 2c: There will be a relationship between frequent mentally unhealthy
days and less household expenditures on healthcare (Y2c).
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Hypothesis 2d: There will be a relationship between frequent mentally unhealthy
days and less hospitalizations (Y2d).
Hypothesis 2e: Prevalence of frequent mentally unhealthy days and greater
utilization of the emergency room (Y2e).
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CHAPTER THREE
RESEARCH DESIGN AND METHODS
The Health Care Access survey was included in a larger study funded by a grant
from The BlueCross BlueShield of South Carolina Foundation. This study was conducted
in summer 2014, during the first wave of the Affordable Care Act enrollment. After the
implementation of the ACA, South Carolina still faces substantial health and healthcare
needs. As of 2016, 20% of South Carolina residents rate their health as fair or poor, 67%
are overweight or obese, and South Carolina continues to have high rates of infant mortality
in comparison to the rest of the nation. Fifteen percent of the adult population remains
uninsured; among them, almost one in five would have been eligible for insurance coverage
under the Medicaid expansion provision of the ACA (Kaiser Family Commission 2016).
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Figure 2: Map of the counties in South Carolina where study respondents reside.

Green= < 10 respondents; Yellow= 10-99 respondents; Red= <100 respondents
While respondents were from all parts of South Carolina, ten counties provided the
bulk of the data. These counties are Calhoun (n=10), Orangeburg (n=196), Berkeley
(n=11), Dorchester (n=59), Charleston (n=128), Florence (n=107), Marlboro (n=72);
Greenville (n=135), Anderson (n=176), Oconee (n=14). Due to their prominence, it is
important to consider the health landscape of these areas independently of the study.
Beyond the presence of insurance hotspots and the scope of the research study, several of
these areas fare well concerning health. Oconee, Anderson, Greenville, Charleston,
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Dorchester, Berkeley and Calhoun counties have scored highly for health factors and health
outcomes, according to county health rankings (SCaleDown 2015). Presence of health
clinics targeted towards the underserved are available in these areas. However, lack of
insurance proves to be a constant issue as well as access to needed services.
Researchers conducted the study with hopes to provide evidence to aid in a
discussion and development of cost-effective methods to expand healthcare for the longterm uninsured in South Carolina. The projects consisted of four major components,
including secondary data analysis of statewide data, focus groups and interviews, and the
Health Care Access survey (Clemson University Department of Public Health Sciences
2015). Through secondary data analysis, the researchers identified areas with
concentrations of the long term uninsured, deemed “hot-spots.” After determining the
location of the long-term uninsured, the researchers conducted the interviews and survey
information to develop an understanding of the needs of the long-term uninsured
community. The Health Care Access survey was conducted in-person within the “hot-spot
communities in South Carolina. “Hot spot” communities are defined as areas with a 30%
or greater concentration of the long term uninsured (Department of Public Health Sciences
2015). Respondents were sampled using multistage convenience sampling.
The independent variable is mentally unhealthy days (MUD) (X1). This variable
was assessed using a question from the Behavioral Risk Factor Surveillance System
(BRFSS): “thinking about your emotional or mental health, which includes stress,
depression, and problems with emotions, for how many days during the past 30 days was
your emotional or mental health not good?” As days increase, so does the amount of
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perceived stress as experienced by the individual. Individuals who reported 14 days or
greater of “not good” emotional or mental health were considered to have frequent mental
distress. The number of respondents who reported frequent mental distress was 236 (25.1%
of total respondents).
The dependent variables are access to care and utilization of health services. These
are latent variables representing general concepts not directly measured. Access to care is
measured through questions in the survey that aligned with Penchansky and Thomas (1981)
dimensions of access, as well as the definition that was previously stated: usual source of
care, means of transportation to care, difficulty to receive care, amount of time taken to
receive care, last time since last doctor’s visit, delay receiving care because of cost, delay
receiving care for reasons other than cost, and inability to get a necessary prescription.
Utilization of health services was measured by asking the following questions: time since
last check-up, time since last sought preventive care services, amount of time spent on
healthcare within the last year, hospitalized in last twelve months, and emergency room
visit in last twelve months. Demographic variables of gender (X2), age (X3), marital status
(X4), race (X5), Hispanic (X6), employment status (X7) and education level (X8), will be
used as control variables. These demographics have been shown to be significantly related
to both uninsured status and frequent mental distress, as well as predictors to access and
utilization of health services.
Analysis
Chi square analyses will be used to ascertain the differences between the long-term
uninsured who suffer from frequent mental distress and those who do not. To discover the
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direct effects of mentally unhealthy days to the access and utilization variables, two
regression models will be used. Model 1 will just show the relationship of mentally
unhealthy days and the indicators of access and utilization, highlighting the effect of the
potential need for services and the potential barriers. Ordinal regression, binomial
regression and multinomial regression analyses will also be conducted on this mode to
show whether mentally unhealthy days is predictive of the indicators of access and
utilization variables. Model 2 will add the demographic variables with FMD and the
indicators of access and utilization of health care services. Separating this will discover the
influence of potential need for services is mediated by the other demographic variables.
Figure 3: Methodological models for regression

Model 1:
Y = α + b1x1 + e, where
X1 = frequent mental distress
B1 = slope of X1
α = the constant
e = the error term
and Y = the dependent variable as follows
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Y1a = usual source of care
Y1b = type of transportation to receive care
Y1c = time taken to go to a healthcare facility
Y1d = difficulty in going to a health facility
Y1e = delaying getting needed care
Y1f = inability to get a prescription
Y2a = time since going to the doctor for routine checkup
Y2b = time since going to the doctor for preventive treatment
Y2c = household expenditures
Y2d = amount of hospitalizations
Y2e = use of the emergency room for care
There will be eleven variations on Model 1 according to the choice of dependent variable
Model 2:
Y = α + b1x1 + b2x2 + b3x3 + b4x4 + b5x5 + b6x6 + b7x7 + b8x8 + e
X1 = frequent mental distress
X2 = gender
X3 = age
X4 = marital status
X5 = race
X6 = Hispanic
X7 = employment status
X8 = education level
b= slope of X
α = the constant
e = the error term
and Y = the dependent variable as follows
Y1a = usual source of care
Y1b = type of transportation to receive care
Y1c = time taken to go to a healthcare facility
Y1d = difficulty in going to a health facility
Y1e = delaying getting needed care
Y1f = inability to get a prescription
Y2a = time since going to the doctor for routine checkup
Y2b = time since going to the doctor for preventive treatment
Y2c = household expenditures
Y2d = amount of hospitalizations
Y2e = use of the emergency room for care
There will be eleven variations on Model 2 according to the choice of dependent variable
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CHAPTER FOUR
RESULTS
Descriptive Characteristics of the Sample
The survey was completed by 954 respondents. Respondents ranged from 18 to 64
years of age. They resided in South Carolina and had lived without insurance for two years
or longer at the time of the survey. Data were collected from May 2014 through January
2015, beginning just after the first enrollment period for the ACA had ended. The mean
age of respondents was 42 years old. Most of the respondents were women (58.1%). The
mean annual household income (self-reported) earned was $12,574. Slightly over one-half
(53.5%) of the respondents had graduated high school or had received an equivalent
diploma. Slightly under one-half (48.7%) were unemployed but seeking employment.
Nearly three-fourths (72.0%) of the respondents were African American (Department of
Public Health Sciences 2015). On average, respondents reported spending $2,436 on
health-related needs annually.
Chi Square Analyses
Chi square analyses were conducted to determine if there were significant
associations between the amount of mentally unhealthy days and access to health care
services and healthcare service utilization. Complete results are found in table 1.
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Table 1: Mentally Unhealthy Days and Indicators of Access and Utilization,
Chi-Square Analyses
Mentally unhealthy days
1-6
7-12
13-18
19-24
25-30
1.) Usual Source of Care
No
Yes

171
16
18
429
79
54
2
df= 4; X = 8.900; p=.064
2.) How to usually get to care

4
27

34
100

Drive
Is Driven
Taxi, Bus, Train, Public
Walks
Some other way

8
9
5
5
4

33
39
24
30
8

<15 min
15-30 min
31-60 min
61-90 min
91-120 min
>121 min

259
30
21
229
45
34
77
18
15
17
2
0
7
0
1
7
0
0
df=20; X2= 33.400; p=.030
4.) How difficult to get to care

9
11
8
3
0
0

48
47
25
6
4
1

Very difficult
Somewhat difficult
Not too difficult
Not at all difficult

90
7
15
124
31
22
211
31
19
174
26
15
2
df= 12; X = 37.816; p= .000
5.) Delayed care not for money

8
8
9
6

38
38
33
25

No
Yes

514
80
66
85
14
6
2
df= 4; X =7.917; p= .095

22
9

11
22

247
29
23
352
66
49
df= 4; X2=19.425; p= .001

11
20

30
104

227
39
20
191
22
25
73
8
11
82
23
13
27
3
3
df= 16; X2= 30.291; p=.017

3.) How long to get to care

6.) Delayed care due to cost
No
Yes
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Table 1 cont.: Mentally Unhealthy Days and Indicators of Access and Utilization,
Chi-Square Analyses
Mentally unhealthy days
1-6
7-12
13-18
19-24
25-30
7.) Could not get necessary prescription
No
Yes

315
38
30
283
56
42
2
df= 4; X = 20.603; p= .000
8.) How long since last check up

11
20

45
87

Within past year
Within last 2 years
Within last 5 years
5 or more years
Never

14
7
1
8
0

45
19
23
41
2

20
11

86
48

161
26
16
145
21
18
212
31
27
49
9
6
31
7
4
df=16; X2= 13.403; p= .643
Hospitalized in the last year

8
4
15
2
2

38
25
40
19
11

521
79
54
79
16
18
2
df= 4; X = 32.964; p= .000
Visited ER in last year

18
13

97
37

364
38
30
236
57
42
2
df = 4; X =36.667; p=.000

13
18

57
82

216
36
26
133
18
9
130
20
17
103
20
19
3
0
0
df=16; X2= 27.886; p=.033

9.) Sought preventive care
No
Yes
10.)

438
61
50
162
34
21
2
df= 4; X = 6.690; p= .153
Annual cost of healthcare

$0-$100
$117-$650
$700-$2500
$2880-$8640
$9000-$144000
11.)
No
Yes
12.)
No
Yes
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Table 1 displays the results of the chi square analyses on the indicators of access to
healthcare services and utilization of healthcare services. The results show a weak positive
association (V= .098) between usual source of care and mentally unhealthy days (X2(4,
932) = 8.900, p= .064); increase in mentally unhealthy days was associated with not having
a usual source of care. There also was a weak positive association with getting to care
(X2(16, 932) = 30.291, p= .017, V= .090), time getting to care (X2(20, 924) = 33.400,
p=.030; V= .095), and difficulty in receiving care (X2(12, 930) = 37.816, p=.000, V= .116).
When Spearman correlations were run on the ordinal variables, time getting to care and
difficulty getting to care, a weak correlation was found to be statistically significant (rs
(924)= .107, p=.001; rs (930)= -.148, p=.000, respectively). Delaying care due to healthcare
costs (X2(4, 931) = 19.425, p= .001) and due to other reasons besides money (X2(4, 929) =
7.917, p= .095) also showed a weak, positive association (V= .092, and .144, respectively).
The results showed a weak positive association (V= .149) between mentally unhealthy days
and not receiving necessary prescriptions (X2(4, 927) = 20.603, p= .000).
Regarding the utilization of healthcare services, results showed a weak positive
association between mentally unhealthy days and duration since last check-up (X2(16, 910)
= 27.886, p=.033, V= .088). Spearman correlations showed a weak, positive correlation
between mentally unhealthy days and time since last routine check-up, which was
moderately statistically significant (rs (910)= .064, p=.053). However, the association
regarding seeking preventive care was found insignificant (X2(4, 931) = 6.690, p= .153).
Similarly, annual household expenditures were not significantly associated with mentally
unhealthy days (X2(16, 927) = 13.403, p= .643). A Spearman’s rank-order correlation was
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run to determining the relationship between mentally unhealthy days and annual cost of
healthcare; however the finding was insignificant (rs (927)= .043, p=.186). The
associations for hospitalizations (X2(4, 932) = 32.964, p= .000,) and emergency room visits
in the past twelve months (X2(4, 932) = 36.667, p= .000) were shown to be slightly stronger
(V= .188 and .198, respectively). Association showed there was a moderately strong
positive association between annual cost of healthcare and mentally unhealthy days (X2(16,
927) = 13.403, p= .643).
Regression Analyses
The following section looks at the influence of mentally unhealthy days, for both
models, on the indicators of access to healthcare and healthcare utilization. Model 1 looks
at mentally unhealthy days on its own. Model 2 adds in the control variables: gender, age,
marital status, race, Latino, employment status, and education level. Due to the varied
nature of the sub questions of the variables, the regression analyses were conducted to fit
the level of measurement for the indicators. Regression analyses used are binomial logistic
regression, linear regression, ordinal logistic regression, and multinomial logistic
regression. The first model is shown in the left column in Table 2 and the second model is
given in the right column.
Table 2: Mentally Unhealthy Days and Indicators of Access and Utilization,
Regression Analyses
Model 1
Model 2
β
β
(Std. Error)
(Std. Error)
Usual Source of Care
.012
.012
(.008)
(.008)
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Table 2 cont.: Mentally Unhealthy Days and Indicators of Access and Utilization,
Regression Analyses
Model 1
Model 2
β
β
(Std. Error)
(Std. Error)
How to usually get to care
Is Driven
.014*
.
002
(.008)
(.010)
Taxi, bus, train, public
.031**
.023**
(.010)
(.012)
Walks
.032***
.029**
(.009)
(.011)
Some other way
.029*
.018
(.015)
(.016)
How long to get to care
.020***
.016**
(.006)
(.006)
How difficult to get to care
-.031****
-.032****
(.006)
(.006)
Delayed care not for money
.010
.006
(.009)
(.009)
Delayed care due to cost
.034****
.038****
(.007)
(.008)
Could not get necessary prescription
.031****
.032****
(.007)
(.007)
How long since last check up
.012**
.013**
(.006)
(.006)
Sought preventive care
.017**
.013*
(.007)
(.008)
Household annual cost of healthcare
.057*
.044
(23.758)
(25.792)
Hospitalized in the last year
.038****
.036****
(.008)
(.008)
Visited ER in last year
.032****
.036****
(.007)
(.007)
Significance level: P<.10*; p<.05**; p<.001***; p<.000***
(Note: Model 1 gives bivariate regression results for each indicator; Model 2 gives the net
results, estimates for control variables not shown.)
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Model 1 was shown to be statistically significant for five of the seven questions
related to access to healthcare services. Presence of a usual source of care was not
significantly predicted by mentally unhealthy days and Model 1 did not have a significant
fit. When solely considering mentally unhealthy days as a predictor of method of
transportation, mentally unhealthy days accounted for 1.8% of the variance, and was
statistically significant F(4,941)=16.811, p=.002. When compared to driving oneself to a
care facility, those who experienced increasing amount of mentally unhealthy days took
public transportation or walked to the facility (β= .031 and .032, respectively; p< .01).
There was only a moderately significant association for those who were driven by someone
else (β= .014, p= .086) and using another means of travel (β= .029; p=.052). Increase in
time taken to get to a healthcare facility was significantly associated by an increase in
mentally unhealthy days (β= .020; p<.001), and the model was also significant (F(1,
933)=10.557, p=.001) and accounted 1.1% of the variance. Similarly, difficulty in getting
to care was also significantly associated by mentally unhealthy days (β= -.031; p=.000)
and Model 1 accounted for 3.0% of the variance (F(1, 939)=28.656, p=.000). Based on the
phrasing of the questions, an increase in mentally unhealthy days was associated with
experiencing greater difficulty. The results showed a split when delaying care due to money
versus delaying care due to other reasons. Model 1 accounted for only 2.5% of the variance
for delays attributed to money (F(1,940)=23.323, p=.000). Mentally unhealthy days was
also significantly associated (β= .034; p= .000) with delaying care due to money. Delaying
care due to other reasons was not significant in Model 1 nor was mentally unhealthy days
significantly associated. Additionally, receiving a necessary prescription was significantly
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associate with mentally unhealthy day (β= .031; p<.000) and Model 1 accounted for 2.4%
of its variance.
The bivariate relationships in Model 1 was shown to be a statistically significant fit
for all five indicators for healthcare service utilization (p< .10). Mentally unhealthy days
was significantly associated for more time since getting a routine check-up (β= .012;
p<.038). Model 1 also accounted for 0.4% of the variance in that indicator (F(1,
919)=4.062, p=.044). The model for seeking preventive treatment accounted for 0.6% of
the variance (F(1, 940)=6.040, p=.014), with mentally unhealthy days being significantly
associated of seeking preventive care in the past two years (β= .017; p<.014). The
relationship between annual healthcare expenditures and mentally unhealthy days was
moderately significant (β= .057; p<.082), showing concurrence of increases inn annual
costs and unhealthy days; Model 1 accounted for 0.3% of the variance (F(1, 935)=3.030,
p=.082). In Model 1, mentally unhealthy days showed a strong influence in hospitalizations
and emergency room visits in the past years; accounting for 2.5% and 2.6% of the variance,
respectively (F(1, 941)=23.772, p=.000; F(1, 941)=25.150, p=.000). Staying in hospitals
(β= .038) and emergency rooms (β= .032) in the past year was significantly associated
(p=.000).
As expected with multiple verses bivariate regressions, Model 2 accounted for a
higher percentage of the explanation of differences for all variables, except annual
household expenditure for healthcare, than Model 1. Additionally, several models were
proven to be of higher significance with the inclusion of the covariates in Model 2; the
model explained 3 to 13.5 times the percentage of the variance in the dependent variable
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questions. Like Model 1, usual source of care was not found to be significantly associated
with mentally unhealthy days (β= .006, p= .479); however, Model 2 did have a better fit,
accounting for 4.6% of the variance (F(17, 913)=43.226, p<.000). Model 2 accounted for
almost a quarter of the variance (24.3%) for method of transportations (F(68,
913)=254.768, p=.000). Mentally unhealthy days was associated with using public
transportation (β= .023, p= .044) and walking to get to a healthcare facility (β= .029, p=
.007), in comparison to driving oneself. Taking more time to get to facility (β= .016, p=
.014) and experiencing difficulty in getting to a facility (β= -.031, p= .000) was
significantly associated with mentally unhealthy days; the model accounted for 4.7% (F(17,
905)=43.366, p=.000) and 8.0% (F(17, 911)=76.338, p=.000) of the variance, respectively.
Unlike Model 1, Model 2 was a significant fit for both delaying care due to monetary issues
(F(17, 912)=53.032, p=.000) and delaying due to other reasons (F(17, 911)=28.074,
p=.044), accounting for 3.0% and 5.6% of the variance. Model 2 accounted for 5.6% of the
variance in accessing necessary prescriptions (F(17, 908)=52.048, p=.000); results showed
that lack of ability to get a necessary prescription was significantly associated with
mentally unhealthy days (β= .031, p= .000).
Model 2 was shown to be a statistically significant fit for four out of five questions
regarding healthcare service utilization. Model 2 accounted for 7.0% of the variance for
routine check-up (F(17, 892)=64.334, p=.000); mentally unhealthy days was statistically
significantly associated with experiencing more time since having a check-up (β= .013;
p=.044). Seeking preventive care was of similar significance, with Model 2 accounting for
4.6% of the variance (F(17, 912)=45.354, p=.000. However, mentally unhealthy days was
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only moderately significantly associated with receiving preventive treatment (β= .013;
p=.081). Interestingly, annual healthcare cost found Model 2 to not be a significant fit,
although mentally unhealthy days was still found to be significantly associated with greater
expenses (β= .044; p=.000). Model 2 accounted for 5.0% of the variance for
hospitalizations in the past year (F(17, 913)=47.258, p=.000) and 7.2% of the variance for
emergency room visitation in the past year (F(17, 913)=68.078, p=.000). “Mentally
unhealthy days” was still found to be significantly associated with hospitalization (β= .036;
p=.000) and ER visits (β= .036; p=.000).
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CHAPTER FIVE

DISCUSSION

Discussion of Results
The study examined effects of psychological vulnerability, measured by mentally
unhealthy days, among the long term uninsured in South Carolina on access to healthcare
and healthcare service utilization. Access was defined as the “ability of persons needing
health services to obtain appropriate care in a timely manner,” (Shi and Singh 2015:571).
This definition is derived from Penchansky and Thomas’s (1981) dimensions of health
care: availability, accessibility, accommodation, affordability and acceptability. The
indicators on access used in this study were chosen due to their adherence to these
dimensions. Indicators pertaining to utilization of healthcare services were chosen because
they were instance that dealt with the individuals’ actions in using healthcare. Other
variables included were gender, age, marital status, race, Hispanic, employment status, and
education level; they were added as control variables to clarify the relationship between
the independent and dependent variables. Results show an overall lesser degree of fit
between the health care system in the hotspots and the individuals residing in the area.
Ultimately, psychological vulnerability is a significant factor relating to access to
healthcare service. This adverse relationship subsequently translates into the adverse
relationship between healthcare service utilization and mentally unhealthy days.
Usual source of care and the ability to get necessary prescriptions coincide under
the availability dimension of access and are directly related to the enabling characteristics

43

of the study area. Findings indicated inadequate availability of prescriptions and no
significant relationship between mentally unhealthy days and having a usual source of care.
Previous research on the mentally distressed and the uninsured were contrary to this
findings for usual source of care (Kaiser 2012a; Kirchoff et al. 2012), which were used to
determine hypothesis 1a. However, the data in this study were not a probability sample.
Additionally, the usual source of care is largely reflective of the health system of an area
and of the community in its entirety. When the researchers of this study spoke to the
community at large, they emphasized difficulties with the healthcare delivery system
collectively. They spoke about having difficulty seeing healthcare providers; however, this
discussion did not include other factors within the uninsured population (Department of
Public Health Sciences 2015). Due to this, instances of usual source of care would not be
strongly influenced by the individual level need factors, like psychological vulnerability.
However, individual-level need characteristics offer a better explanation of
differential access within a community (Andersen et al. 2002), e.g. the relationship between
the supply of health care and the population being served. The uninsured within the hot
spot communities who simultaneously experienced more mentally unhealthy days were
also likely to experience accessibility issues. Transportation limitations, increased time
spent getting to a care facility, and general difficulty receiving health care services were
prevalent with increased vulnerability measured by mentally unhealthy days.
Transportation besides driving oneself has a direct relationship to realized access to regular
care and chronic care services (Arcury et al. 2005). Increased distance from health services
has been found to decrease use of regular health care and also to be associated with the
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use of nonurgent emergency room visits (Mathison et al. 2013). Previous research
indicated spatial accessibility as a routine cause of stress, among various study populations
(Arcury et al. 2005; Peipins et al. 2010; Comber et al. 2011; Sagretano et al. 2014; McGrail
et al. 2015; Haley et al. 2017). Results indicated that the community health resources were
not optimal to be obtained by those who experience mentally unhealthy days, ultimately
hindering the individuals’ ability to use services as needed.
Delayed use of care services represents this point where potential access of the
health care system is hindered. Study participants vocalized their difficulties with getting
care as needed; wondering why they should bother with going to care and spoke of getting
tired of going to get their needed care (Department of Public Health Sciences 2015).
Delaying care was significantly directly related to this population’s use of services,
primarily attributed to financial issues than other motives.
Uninsured individuals are susceptible to financial difficulties associated with health
care expenses. Health insurance is a means to buffer individuals from potentially
unaffordable payouts for medical care. Increased psychological vulnerability is associated
with increased annual household expenditures for healthcare. Those who owe more money
would likely feel more intense burdens; focus group study participants cited monetary
issues as a main deterrent to receiving healthcare (Department of Public Health 2015).
Financial difficulties and debt are routinely cited as significant sources of stress for the
uninsured, as well as for the psychologically vulnerable (Bruning et al. 2014; Chin et al.
2017; Han et al. 2015; Pirraglia et al. 2011; Byrne et al. 2003; Wilson and Klein 2000;
Department of Public Health Sciences 2015). As such, distress becomes compounded with
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high medical cost, resulting in delaying necessary healthcare. (Smolderen et al. 2011;
Burgard and Kaplousova 2013).
Despite use of preventive care for those experiencing greater numbers of mentally
unhealthy days, receipt of routine check-ups was found to have the opposite relationship.
Routine check-ups and preventive care are health-promoting behaviors that are typically
secured through primary care services. Access barriers to such care is likely due to the lack
of ability to successfully take advantage of those services, due to the stress caused by social
environments; potentially explained by increased psychological vulnerability ultimately
resulting in greater instances of hospitalizations and emergency room visits. While the
findings may seem contrary to the presence of a usual source of care, the prevalence of
visits to the hospital and emergency room may be a compounded result of delaying care
and annual cosst borne by patients.
Respondents recalled situations in the healthcare facilities where they felt relegated
to certain clinics or the emergency room instead of a typical usual source of care
(Department of Public Health 2015). Those firsthand accounts have been substantially
corroborated through previous literature. Bodenmann et al. (2015) found that frequent
attenders of the emergency room were likely experiencing several vulnerabilities, less
financially able to handle exorbitant medical costs, and without a primary care physician.
Emergency room visits also are easier to secure or access than primary care (Grumbach et
al. 1993; Hadley and Cunningham 2004). Substituting emergency room use for nonurgent
reasons instead of using a regular source of care is a typically a last resort for the
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vulnerable; it is the culmination of stress, psychological comorbidities, and lack of social
support (Padgett and Brodsky 1992).
Overall, this study provides insight and necessary nuance to the plight of the
uninsured. Particularly, how additional vulnerability, i.e. psychological vulnerability,
shows inadequate access to health care service and adverse utilization behaviors, related to
the problems of health care system within the community. Inadequate access suggests the
community resources work to impede individuals’ actions and motivation to successfully
realize the necessary healthcare services. Mechanic & Tanner (2007:1222) wrote that
“vulnerability involves several interrelated dimensions, individual capacities and actions;
the availability or lack of intimate and instrumental support; and neighborhood community
resources that may facilitate or hinder personal relationships.” The community atmosphere
of these uninsurance “hot spots” does not prompt positive health behaviors in the
individuals within it who need the empowerment the most. This study adds weight to the
consideration of how to best serve those who are the most vulnerable, specifically
regarding this current era in healthcare reform. In addition to providing more information
about the uninsured, this research can have practical implications in the political sphere, as
well as within South Carolina community initiatives.
Political Implications
Health care reform is at the forefront of current political debates. This study
adds nuance to understanding the circumstances of the uninsured and is useful to further
understand the plight of the uninsured. The study framework offers a perspective on
how community resources or their lack can affect a vulnerable population. The
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uninsured are the primary focus of the ACA, learning about their welfare and how the
experience the health care system would aid in eliminating the attendant disparities.
Furthermore, this would encourage the national push towards targeting hot spots that
experience poor health and health care deficits. It has been stated that “in South
Carolina, we are asking ‘how do we most improve the health of [our] own citizens,’”
(Keck 2012), citing a focus on health and well-being, as well as the social determinants
of health. Because this study is specifically related to psychological well-being, it aligns
with the need to target individual vulnerabilities, using state-specific data that may
prove useful for developing analyses for a unique state-based reform.
During political discussions for repealing and replacing the ACA, conservative
politicians posited implementation should be focused at the state level. The GrahamCassidy bill (H.R.1628) was founded on a state-specific premise: the federal
government should remove itself from many of the policy decisions about the
regulation of health insurance (Antos & Capretta 2017). States would tailor programs
to local conditions, using their specific data. Such specificity could allow reform to
occur with the states having more control and flexibility. If implementation of statebased exchanges were to occur, greater information about the uninsured would be
extremely necessary.
Furthermore, the recent alterations to the tax code have their own implications for
health care reform. Congress voted to repeal the ACA’s individual shared responsibility
penalty in 2019 (Schencker 2017). The healthcare delivery system may face profound
reductions in federal funding as the bill is estimated to increase the federal deficit by $1.45
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trillion. The deficit would mean less money for doctors and hospitals to provide necessary
services. Articles have said that Medicare and Medicaid are major targets for the efforts to
limit spending (Blumenthal 2017; Moulds and Bishop 2017; Sanger-Katz et al. 2018). The
Congressional Budget Office estimated an increase of the uninsured population by 13
million, due to elimination of the individual shared responsibility penalty (Congressional
Budget Office 2017). Less coverage could be available for the vulnerable such as the
elderly and the poor. With the potential rise in the uninsured population, studies that focus
on vulnerable populations and communities are vital for future healthcare initiatives.
The influence of the ACA is tentative, as it is subjected to several efforts
towards repeal and replacement under the current administration. Prior to the passage
of the tax bill there were several orders given under the Trump administration that
undermine the ACA, e.g. repealing the individual mandate, ending the cost-sharing
reimbursement, expanding access to plans that allow employers to opt out of the ACA
packages, etc. (Liptick et al. 2017; King 2018; Pear 2018). Additionally, amidst
uncertainty in the federal health insurance policy, several Americans have forgone
health insurance, resulting in an increase in the uninsured population of approximately
3.2 million (Bump 2018). Based on the results of this study, it is imperative that policy
makers consider how policy will influence the extent of uninsurance in communities
and the resources that communities will have available for their members.
Community Implications
Community-level implications of this research could directly influence the
availability of health care resources and empower the individuals in the community.
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Despite the positive changes associated with the ACA, there are still changes that could
be made to reach those who are vulnerable. Community initiatives can be implemented
to help bridge the gap between the political maneuverings and individual action. This
study, in combination with community assessment data that was mandated under the
ACA, would be useful to illustrate the specific health needs of these places. Even under
the new administration, such data remain necessary to revisit the system and the health
care market. New initiatives and services could be implemented to bridge the gap for
the underserved and the uninsured.
Under the ACA, hospitals had to conduct community health needs assessments
and create plans to help population health. Results of the 2016 assessments deem access
to healthcare services as a priority, especially in hotspot areas. Each assessment
suggested strengthening the areas’ health care systems to more effectively reach those
who need the most assistance. The primary counties of the study population were
Oconee, Anderson, Greenville, Marlboro, Florence, Charleston, Dorchester, and
Orangeburg, and Calhoun. Oconee, Anderson and Greenville have health care under
the Greenville Health System (GHS), most do have health insurance in Greenville but
they say they know someone with difficulty getting care due to the cost of insurance or
out of pocket payments. There were lower instances of preventative care for women
and lower income facilities for basic care (GHS 2016).
Marlboro County is regularly a poor performer for healthcare in South Carolina.
Access to healthcare is a top priority, as well as collaboration with providers, local
government, and human service organizations, to address the socioeconomic barriers.
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Furthermore, the area has no bus system, so transportation reform is crucial (McLeod
Health 2016a). Florence County seeks to improve access by working with health
initiatives to support free clinics providing free care, as well as offering transportation
to health care facilities (McLoed Health 2016b). Charleston and Dorchester Counties
are taking action to strengthen access to care by engaging their communities,
reinforcing activities, and improving transportation (Roper St. Francis 2016).
Orangeburg and Calhoun Counties’ access problems are rooted in poverty, lack of
knowledge about the ACA, and lack of community support and resources (Tri County
Health Network 2016). Initiatives should be given greater resources to promote
outreach and tackle the issues that were uncovered through the health needs
assessments.
Community initiatives have a more direct impact for empowerment. Focus on
health hotspots has been focal in population health initiatives under the ACA. Hot spot
initiatives are supposed to enhance primary care services in collaboration with various
resources of the communities they serve (Gawande 2011). For example, California
started a hot spot initiative that focuses on a high uninsured population. Officials there
said that focusing on the hotspots helps to get the word out on a community level (Ostrov
2015). San Francisco implemented a dual health insurance/healthcare service program,
the San Francisco Health Care Security Ordinance and City Option that worked to lower
their insurance rates and provide healthcare services to the uninsured (Kauffman 2017).
Both programs substantially reduced the uninsurance rates within their communities
(Kramer & Alberts 2016; Kauffman 2017). Communities have a great influence on the
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enabling characteristics of access and must enforce greater awareness of care directly to
the members of the community. Greater outreach and knowledge can be an important
step towards servicing the vulnerable, developing community healthcare resources, and
encouraging utilization of healthcare (Andersen et al. 2002; Cunningham et al. 2007;
Hardt et al. 2013).
Study participants indicated a disconnect between the information healthcare
providers gave and a lack of health literacy (Department of Public Health 2015). A lack
of understanding may be a potential barrier for someone who wants and needs some
form of healthcare assistance. Since the implementation of the ACA, South Carolina
has several initiatives that focus on better access to healthcare services. Programs such
as AccessHealth SC, HeART initiative, the Healthy Outcomes Plan, Welvista, are
implemented in various places through the state to deliver care to people who are
vulnerable. Improvement is required. AccessHealth SC does not deliver services to four
counties that contain hotspot locations for the uninsured included in this study (i.e.,
Marlboro, Calhoun, Orangeburg, Anderson). HeART, Healthy Outcomes Plan and
Welvista are connected to the state’s Medicaid program; they would not be helpful for
those who are uninsured and already a part of the coverage gap. Furthermore, these
programs must include methods to empower individuals who are vulnerable so that
they access and use services as necessary.
One method SC initiatives for health care could implement in their programs to
empower patients and influence individual self-efficacy is to utilize community health
workers (CHWs). CHWs are “lay members of communities who work either for pay or
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as volunteers in association with the local health care system in both urban and rural
environments and usually share ethnicity, language, socioeconomic status and life
experiences with the community members they serve,” (Goodwin & Tobler 2008:1). In
South Carolina, the objective of such workers is to assist health care providers and
improve patients care and their health outcomes. These individuals act as a bridge
between the health care system and the patient to maximize health outcomes (SCDHHS
2012a). These workers would aid the uninsured by disseminating information and work
with the vulnerable to properly navigate the primary care options available in the
community resource that takes an active role in empowering the vulnerable
populations. CHWs are testing various strategies to educate and empower their clients
towards self-sufficiency (Lang et al. 2014).
The ACA showed interest in expanding the number of CHWs. The ACA
“increased access to preventative health services under Medicaid, implementing
regulations classified that states may designate non-licenses providers to provide
preventative service,” (Katzen and Morgan 2014). In South Carolina, most CHWs work
under the Medicaid program to assist with the department of health and human services’
Health Access at the Right Time (HeART) initiative (SCDHHS 2012b). However, due
to the non-expansion of Medicaid in South Carolina, the benefits of CHWs are not
available to many who require their services. Despite this limitation, there are still
avenues to empower individuals to optimize use of the health care system.
The practical implications for this research would have widespread influence.
Politically, these data would be useful to make changes for the community level. The
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state-specific focus for insurance markets can work to the benefit of the communities that
are most of need. A tailored health care system would allow for greater penetration on the
specific local issues. Areas like these hotspots, with a high level of community
uninsurance, experience great disadvantage due to their lack of community resources
which impedes the ability of the individuals that reside within the community to fully
realize their access to care. Political reform could increase the available resources for
disadvantaged communities and/or enable communities to utilize what they have at their
disposal to aid those in need better. While this research seemingly targets a very
particular issue, the implications could be beneficial to the national health care system.
Policy works to target the interrelated risks present at the community level and provide
community resources to empower vulnerable individuals.
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CHAPTER SIX

CONCLUSION

The implementation of the ACA was one of the most historically significant
changes to the United States health care system. While it sought to expand health insurance
coverage and assist in spreading access to health care services to the remaining uninsured,
it fell short of its many objectives. Those left without health coverage continue
experiencing difficulties that uninsured status causes at both the community and individual
levels. Community resources are a deciding factor for individuals residing within the
community. More initiatives must be undertaken at the community level to share these
resources properly to the vulnerable individuals, especially those that experience multiple
vulnerabilities.
This thesis posits that the issues in the community affecting the community
resources additionally affects the population at risk, which in turn affects individuals’ use
of healthcare services. This analysis serves as an extension of the stress theory where the
stressors are related to that of the community health system. Community stressors affect
the healthcare system and the population at risk independently, subsequently putting
individuals at risk who are then further affected by the health care system. Several studies
were used to shape the concepts of access to healthcare services and healthcare service
utilization. Thus, this thesis seeks to assess the significance of the relationship between
psychological vulnerability, as measured by mentally unhealthy days on healthcare access
and use among the long term uninsured in South Carolina. Chi square analyses were
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conducted to test the association between mentally unhealthy days and access to healthcare
services and healthcare service utilization. Regression analyses were conducted to assess
access and use as influenced by psychological vulnerability.
Overall, this study found that the interconnected effect of psychological
vulnerability and uninsured status, produced an adverse relationship on access to care and
healthcare service utilization. Findings indicate that there is a disconnect between the
health care system and the people who experience multiple vulnerabilities. Focus on the
relationship between psychological vulnerability, insurance status and their combined
influence on healthcare services utilization is recent development in academic research.
O’Neal et al. (2014) is the most prominent, discovering that psychological vulnerability as
well as psychological competency influences the use of healthcare services, regardless of
insurance status. This thesis adds to that work by affirming their findings on utilization of
healthcare services and adds to the literature by showing a connection between
psychological vulnerability and access to healthcare service. Ultimately, the implication is
that community factors and mental distress are linked and can manifest themselves in
preventive healthcare and other healthcare seeking behaviors.
Additional implications of these findings are that policymakers should consider the
importance of healthcare resources on the uninsured and consider how they experience
disadvantage in the healthcare system and are not empowered to seek timely and
appropriate healthcare. This research adds nuance to understanding the experience of the
uninsured and should be considered in further reform. Additionally, as this research
concentrated on “hotspot” communities, it is worth considering when designing or
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changing access to health care programs. This research implies that the vulnerable require
greater outreach from such programs to foster social support and empower them to get
needed healthcare.
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APPENDICES
Appendix 1
Survey Questions Used in Analysis
Dependent Variable
Access to Healthcare

Questions included as indicators of this variable:
“Is there a particular doctor’s office, clinic, minute clinic,
health center, or other place that you usually go if you are
sick or need advice about your health?”
Recoded
0. No
1. Yes
“How do you usually get to where you typically go when you
are sick or need health advice?”
Recoded
1. Drive
2. Is driven
3. Taxi, Bus, Train, Public Transportation
4. Walks
5. Other
“How long does it usually take you to get to where you
typically go when you are sick or need health advice?”
1. Less than 15 minutes
2. 15-30 minutes
3. 31-60 minutes
4. 61-90 minutes
5. 91-120 minutes
6. More than 120 minutes
“How difficult is it for you to get where you typically go
when you are sick or need health advice?”
1. Very difficult
2. Somewhat difficult
3. Not too difficult;
4. Not at all difficult
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“Have you delayed getting needed medical care for reasons
other than affordability and insurance?”
Recoded
0. No
1. Yes
“Was there a time in the past 12 months when you needed to
see a doctor but could not because of cost?”
Recoded
0. No
1. Yes

Use of Healthcare

“Was there a time in the past 12 months when you needed to
get a prescription but could not?”
Recoded
0. No
1. Yes
Questions included as indicators of this variable:
“About how long has it been since you last visited a for a
routine checkup? A routine checkup is a general physical
exam, not an exam for a specific injury, illness, or condition.”
Recoded
1. Within past year [anytime less than 12 months ago]
2. Within past 2 years [1 year but less than 2 years]
3. Within past 5 years [2 years but less than 5 years]
4. Never
“Other than routine checkup, have you sought prevention care
in the past two years? Prevention care includes services like
vaccination, testing, screening, assistance to quit smoking,
etc.”
Recoded
0. No
1. Yes
“What is your household’s total cost on healthcare last year
[including buying drugs, paying medical bills, using
alternative therapies to treat acute or chronic conditions]?
“Have you been hospitalized in the last 12 months?”
Recoded
0. No
1. Yes
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“Have you visited the emergency room in the last 12
months?”
Recoded
0. No
1. Yes
Independent Variables
Frequently Mentally
Distressed

“Thinking about how your emotional or mental health, which
includes stress, depression and problems with emotions, for
how many days during the past 30 days was you emotional or
mental health not good?” [BRFSS]
14 or more days in a 30-day period feeling mentally
distressed meets threshold for mental distress
Demographic Variables

Gender

Marital Status

Age
Employment

Education Level

Race

1. Male
2. Female
3. Other
Recoded into 2
0. married
1. unmarried
Age will be coded as a continuous variable, representing the
actual age of the respondent at the time they took the survey.
Recoded into 5
0. unemployed and not seeking employment
1. Other
2. unemployed and currently seeking employment
3. employed part time
4. employed fulltime/ self employed
1. No formal education
2. Did not finish primary school
3. graduate from elementary school
4. Graduate from middle school
5. Graduate from high school
6. Graduate from vocational school
7. Graduate from 2/3 year college/ Associate degree
8. Graduate from 4 year college/Bachelor degree
9. Advanced Degrees
Recoded into dichotomous variable:
0. White
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Hispanic

1. Non-white
1. Yes
2. No

61

CITATIONS
Abdus, Salam. 2014. “Part-Year Coverage and Access to Care for Nonelderly Adults”.
Medical Care, 52(8):709-714.
Aday, Lu Ann. 2002. At Risk in America: The Health and Health Care Needs of
Vulnerable Populations in the United States (Vol. 13). John Wiley & Sons.
Aday, Lu Ann, and Ronald Andersen. 1975. “A Framework for the Study of Access to
Medical Care”. Pp. 1-14 in Development of Indices of Access to Medical Care.
Ann Arbor, MI: Health Administration Press.
Aday, Lu Ann, Ronald Andersen, and Gretchen V. Fleming. 1980. “A Theoretical
Framework for the Study of Access to Medical Care.” Pp. 25-45 in Health Care
in the US: Equitable for Whom?. United States: Sage Publications, Inc.
Advani, Pragati S., Lorraine R. Reitzel, Nga T. Nguyen, Felicia D. Fisher, Elaine J.
Savoy, Adolfo G. Cuevas, David W. Wetter and Lorna H. McNeill. 2014.
“Financial Strain and Cancer Risk Behaviors Among African Americans.” Cancer
Epidemiology and Prevention Biomarkers, 23(6):967-975.
Ahern, Melissa M. and Michael S. Hendryx. 2003. “Social Capital and Trust in
Providers.” Social Science & Medicine, 57(7):1195-1203.
Ahern, Melissa M., Michael S. Hendryx, and Kris Siddharthan. 1996. “The Importance of
Sense of Community on People's Perceptions of Their Health-Care Experiences.”
Medical Care, 34(9):911-923.
Ahluwalia, I. B., Holtzman, D., Mack, K. A., & Mokdad, A. 2003. “Observations from
the CDC. Health-Related Quality of Life Among Women of Reproductive Age:
Behavioral Risk Factor Surveillance System (BRFSS), 1998–2001.” Journal of
Women's Health, 12(1):5-9.
Ahluwalia, Indu B., Karin A. Mack, and Ali Mokdad. 2004. “Mental and Physical
Distress and High-Risk Behaviors Among Reproductive-Age Women.” Obstetrics
& Gynecology, 104(3):477-483.
Alang, Sirry M., Donna D. McAlpine, and Carrie E. Henning-Smith. 2014. “Disability,
Health Insurance, and Psychological Distress Among US Adults: An Application
of the Stress Process.” Society and Mental Health, 4(3):164-178.

62

Allen, Heidi, Bill J. Wright, Kristin Harding, and Lauren Broffman. 2014. “The Role of
Stigma in Access to Health Care for the Poor.” Milbank Quarterly, 92(2):289318.
Ampara, Pamela, Sherry L. Farr, and Patricia M. Dietz. 2011. “Chronic Disease Risk
Factors Among American Indian/Alaska Native Women of Reproductive Age.”
Preventing Chronic Disease, 8(6):A118.
Andersen, Ronald M. 1995. “Revisiting the Behavioral Model and Access to Medical
Care: Does It Matter?”. Journal of Health and Social Behavior, 36(1):1-10.
Andersen, Ronald M., Hongjian Yu, Roberta Wyn, Pamela L. Davidson, E. Richard
Brown, and Stephanie Teleki. 2002. "Access to Medical Care for Low-Income
Persons: How Do Communities Make a Difference?" Medical Care Research and
Review 59(4):384-411.
Andresen, E. M., T. K. Catlin, K. W. Wyrwich, and J. Jackson-Thompson. 2003. “Retest
Reliability of Surveillance Questions on Health Related Quality of Life.” Journal
of Epidemiology and Community Health, 57(5):339-343.
Andrews, Christine M. and Marissa E. Yingling. 2014. “Managing Health Reform, South
Carolina: Round 1. State-Level Field Network Study of the Implementation of the
Affordable Care Act. Rockefeller Institute of Government, The Brookings
Institution, and Fels Institute of Government. Retrieved May 30, 2017 from
(http://www.academia.edu/16461009/South_Carolina_Round_1_StateLevel_Field_Network_Study_of_the_Implementation_of_the_Affordable_Care_
Act)
Antonisse, Larisa, Rachel Garfield, Robin Rudowitz, and Samantha Artiga. 2016. The
Effects of Medicaid Expansion Under the ACA: Findings from a Literature
Review. Kaiser Family Foundation. Retrieved May 30, 2017 from (http://kff.
org/medicaid/issuebrief/the-effects-of-medicaid-expansion-under-the-acafindings-froma-literature-review)
Antos, Joseph and James Capretta. 2017. The Graham-Cassidy Plan: Sweeping Changes
In A Compressed Time Frame. Health Affairs Blog. Retrieved October 12, 2017
from (https://www.healthaffairs.org/do/10.1377/hblog20170922.062134/full/)
Archibald, Matthew E. and Caddie P. Rankin. 2013. “A Spatial Analysis of Community
Disadvantage and Access to Healthcare Services in the US.” Social Science &
Medicine, 90:11-23.
Arcury, Thomas A., Wilbert M. Gesler, John S. Preisser, Jill Sherman, John Spencer, and
Jamie Perin. 2005. “The Effects of Geography and Spatial Behavior on Health

63

Care Utilization Among the Residents of a Rural Region.” Health Services
Research, 40(1):135-156.
Aysola, Jaya, E. J. Orav, and John Z. Ayanian. 2011. “Neighborhood Characteristics
Associated with Access to Patient-Centered Medical Homes for Children.” Health
Affairs, 30(11):2080-2089.
Baune, B. T. and Y. Aljeesh. 2006. “The Association of Psychological Stress and Health
Related Quality of Life Among Patients with Stroke and Hypertension in Gaza
Strip.” Annals of General Psychiatry, 5(1):6.
Blumenthal, David. 2017. Why Tax Reform Could Be a Serious Threat to Health Care.
The Commonwealth Fund. Retrieved January 12, 2017 from
(http://www.commonwealthfund.org/publications/blog/2017/dec/tax-plan-affecthealth-care)
Bodenmann, Patrick, Stéphanie Baggio, Katia Iglesias, Fabrice Althaus, Venetia-Sofia
Velonaki, Stephanie Stucki, Corine Ansermet et al. 2015. “Characterizing the
Vulnerability of Frequent Emergency Department Users by Applying a
Conceptual Framework: A Controlled, Cross-Sectional Study." International
Journal for Equity in Health 14(1):146.
Broyles, Robert. W, William J. McAuley, and Diane Baird-Holmes. 1999. “The
Medically Vulnerable: Their Health Risks, Health Status, and Use of Physician
Care”. Journal of Health Care for the Poor and Underserved, 10(2):186-200.
Brown, David W., Lina S. Balluz, Earl S. Ford, Wayne H. Giles, Tara W. Strine, David
G. Moriarty, Janet B. Croft and Ali H. Mokdad. 2003. “Associations Between
Short-and Long-Term Unemployment and Frequent Mental Distress among a
National Sample of Men and Women.” Journal of Occupational and
Environmental Medicine, 45(11):1159-1166.
Brown, E. R., Pamela L. Davidson, Hongjian Yu, Roberta Wyn, Ronald M. Andersen,
Lida Becerra, and Natasha Razack. 2004. “Effects of Community Factors on
Access to Ambulatory Care for Lower-Income Adults in Large Urban
Communities.” INQUIRY: The Journal of Health Care Organization, Provision,
and Financing, 41(1):39-56.
Brown, Robyn L., Judith A. Richman, and Kathleen M. Rospenda. 2016. “Economic
Stressors and Psychological Distress: Exploring Age Cohort Variation in the
Wake of the Great Recession.” Stress and Health.

64

Bruning, John, Ahmad A. Arif, and James E. Rohrer. 2014. “Medical Cost and Frequent
Mental Distress among the Non-Elderly US Adult Population.” Journal of Public
Health, 36(1):134-139
Bump, Philip. 2018. 3.2 Million More People Were Uninsured at the End of 2017 than at
the End of 2016. Washington Post. Retrieved April 16, 2018 from
(https://www.washingtonpost.com/news/politics/wp/2018/01/16/3-2-millionmore-people-were-uninsured-at-the-end-of-2017-than-at-the-end-of2016/?utm_term=.91a4c607c494)
Byrd, DeAnna R. 2012. “Race/Ethnicity and Self-Reported Levels of Discrimination and
Psychological Distress, California, 2005.” Preventing Chronic Disease, 9:120042.
Byrne, Molly, Andrew W. Murphy, Patrick K. Plunkett, Hannah M. McGee, Alistair
Murray, and Gerard Bury. 2003. “Frequent Attenders to an Emergency
Department: A Study of Primary Health Care Use, Medical Profile, and
Psychosocial Characteristics.” Annals of Emergency Medicine, 41(3):309-318.
Calsyn, Robert J. and Joel P. Winter. 2001. “Predicting Four Types of Service Needs in
Older Adults.” Evaluation and Program Planning, 24(2):157-166.
Cavalhieri, Klaus E. 2016. “Experiences of Discrimination and Outcome Expectations as
Predictors of Health Care Utilization.” (Doctoral dissertation, Southern Illinois
University at Carbondale).
Casagrande, Sarah S., Tiffany L. Gary, Thomas A. LaVeist, Darrell J. Gaskin, and Lisa
A. Cooper. 2007. “Perceived Discrimination and Adherence to Medical Care in a
Racially Integrated Community.” Journal of General Internal Medicine,
22(3):389-395.
Centers for Disease Control and Prevention. 2000a. “Community Indicators of HealthRelated Quality of Life--United States, 1993-1997.” MMWR. Morbidity and
Mortality Weekly Report, 49(13):281.
Centers for Disease Control and Prevention. 2000b. “Measuring Healthy Days:
Population Assessment of Health-Related Quality of Life.” Atlanta: CDC.
Retrieved May 30, 2017 from (https://www.cdc.gov/hrqol/pdfs/mhd.pdf)
Chan, Leighton, L. G. Hart, and David C. Goodman. 2006. “Geographic Access to Health
Care for Rural Medicare Beneficiaries.” The Journal of Rural Health, 22(2):140146.

65

Charara, Raghid, Charbel El Bcheraoui, Hannah Kravitz, Satvinder S. Dhingra, and Ali
H. Mokdad. 2016. “Mental Distress and Functional Health in the United States”.
Preventive Medicine, 89:292-300.
Chen, Frederick M., George E. Fryer, Robert L. Phillips, Elisabeth Wilson, and Donald E.
Pathman. 2005. “Patients’ Beliefs about Racism, Preferences for Physician Race,
and Satisfaction with Care.” The Annals of Family Medicine, 3(2):138-143.
Chen, Han-Yang, Dennis J. Baumgardner, and Jessica P. Rice. 2011. “Health-Related
Quality of Life among Adults with Multiple Chronic Conditions in the United
States, Behavioral Risk Factor Surveillance System, 2007.” Preventing Chronic
Disease, 8(1):A09.
Chen, Brian K., James Hibbert, Xi Cheng, and Kevin Bennett. 2015. “Travel Distance
and Sociodemographic Correlates of Potentially Avoidable Emergency
Department Visits in California, 2006–2010: An Observational Study.”
International Journal for Equity in Health, 14(1):30.
Cokes, Carolyn and William Kornblum. 2010. “Experiences of Mental Distress by
Individuals During an Economic Downturn: The Story of an Urban City.”
Western Journal of Black Studies, 34(1):24-35.
Collins, Sara R., Munira Z. Gunja, Michelle M. Doty, and Sophie Beutel. 2016. Who Are
the Remaining Uninsured and Why Haven’t They Signed Up for Coverage. The
Commonwealth Fund. Retrieved May 30, 2017 from
(http://www.commonwealthfund.org/publications/issue-briefs/2016/aug/who-arethe-remaining-uninsured)
Comber, Alexis J., Chris Brunson, and Robert Radburn. 2011. “A Spatial Analysis of
Variations in Health Access: Linking Geography, Socio-economic Status and
Access Perceptions.” International Journal of Health Geographics, 10(1):44
Congressional Budget Office. 2017. “Repealing the Individual Health Insurance
Mandate: An Updated Estimate.” Retrieved April 20, 2018 from
(https://www.cbo.gov/system/files/115th-congress-2017-2018/reports/53300individualmandate.pdf)
Coulter, I. D., K. C. Heslin, M. Marcus, R. D. Hays, J. Freed, C. Der-Martirosian, W. E.
Cunningham, R. M. Andersen, N. Guzmán-Becerra, and M. F. Shapiro. 2002.
“Associations of Self-Reported Oral Health with Physical and Mental Health in a
Nationally Representative Sample of HIV Persons Receiving Medical Care.”
Quality of Life Research, 11(1):57-70.

66

Cunningham, Peter J. and Peter Kemper. 1998. “Ability to Obtain Medical Care for the
Uninsured: How Much Does It Vary Across Communities?” JAMA, 280(10):921927.
Cunningham, Peter J., Jack Hadley, Genevieve Kenney, and Amy J. Davidoff. 2007.
"Identifying Affordable Sources of Medical Care among Uninsured Persons."
Health Services Research 42(1p1):265-285.
Decker, Sandra L. and Brandy J. Lipton. 2017. “Most Newly Insured People In 2014
Were Long-Term Uninsured.” Health Affairs, 36(1):16-20.
Department of Health and Human Services. 2011. The Value of Health Insurance: Few of
the Uninsured Have Adequate Resources to Pay Potential Hospital Bills. Office
of the Assistant Secretary for Planning and Evaluation. Retrieved June 2, 2017
from (https://aspe.hhs.gov/basic-report/value-health-insurance-few-uninsuredhave-adequate-resources-pay-potential-hospital-bills)
Department of Health and Human Services. 2011. Impacts of the Affordable Care Act’s
Medicaid Expansion on Insurance Coverage and Access to Care. Office of the
Assistant Secretary for Planning and Evaluation. Retrieved June 2, 2017 from
(https://aspe.hhs.gov/system/files/pdf/205141/medicaidexpansion.pdf
Department of Public Health Sciences. 2015. “The Long-Term Uninsured and ‘Hot
Spots’ in South Carolina: Their Health Status and Access to Healthcare.”
Clemson, SC: Clemson University
Dhingra, Satvinder S., M. Zack, Tara W. Strine, Benjamin G. Druss, Joyce T. Berry, and
Lina S. Balluz. 2011. “Psychological Distress Severity of Adults Reporting
Receipt of Treatment for Mental Health Problems in the BRFSS.” Psychiatric
Services, 62(4):96-403.
Ellaway, Anne, Sally Macintyre, Rosemary Hiscock, and Ade Kearns. 2003 "In the
Driving Seat: Psychosocial Benefits from Private Motor Vehicle Transport
Compared to Public Transport." Transportation Research Part F: Traffic
Psychology and Behavior 6(3):217-231.
Erin, M. Hill, Daniel Shepherd, David Welch, Kim N. Dirks, and David McBride. 2012.
“Perceptions of Neighborhood Problems and Health‐Related Quality of Life.”
Journal of Community Psychology, 40(7):814-827.
Farr, Sherry L and Connie L. Bish. 2013. “Preconception Health among Women with
Frequent Mental Distress: A Population-Based Study.” Journal of Women's
Health, 22(2):153-158.

67

Flaskerud, Jacquelyn H. and Betty J. Winslow. 1998. “Conceptualizing Vulnerable
Populations Health-Related Research.” Nursing Research, 47(2):69-78.
Flaskerud, Jacquelyn H. and Betty W. Winslow. 2010. “Vulnerable Populations and
Ultimate Responsibility.” Issues in Mental Health Nursing, 31(4):298-299.
Fleury, Marie J., Andre N. Ngui, Jean M. Bamvita, Guy Grenier, and Jean Caron. 2014.
“Predictors of Healthcare Service Utilization for Mental Health Reasons”.
International Journal of Environmental Research and Public Health,
11(10):10559-10586.
Foley, Geraldine, Paul O'Mahony, and Orla Hardiman. 2007. “Perceptions of Quality of
Life in People with ALS: Effects of Coping and Health Care.” Amyotrophic
Lateral Sclerosis, 8(3):164-169.
Fortin, Martin, Gina Bravo, Catherine Hudon, Lise Lapointe, Marie F. Dubois, and Jose
Almirall. 2006. “Psychological Distress and Multimorbidity in Primary Care”.
The Annals of Family Medicine, 4(5):417-422.
Fredriksen-Goldsen, Karen I., Hyun J. Kim, Susan E. Barkan, Kimberly F. Balsam, and
Shawn L. Mincer. 2010. “Disparities in Health-Related Quality of Life: A
Comparison of Lesbians and Bisexual Women”. American Journal of Public
Health, 100(11):2255-2261.
Freeman, Howard E. and Christopher R. Corey. 1993. “Insurance Status and Access to
Health Services among Poor Persons.” Health Services Research, 28(5):531-541.
Gadalla, Tahany M. 2009. “Determinants, Correlates and Mediators of Psychological
Distress: A Longitudinal Study.” Social Science & Medicine, 68(12):2199-2205.
Gadalla, Tahany M. 2010. “The Role of Mastery and Social Support in the Association
Between Life Stressors and Psychological Distress in Older Canadians.” Journal
of Gerontological Social Work, 53(6):512-530.
Gardner, Lara and Sharmila Vishwasrao. 2010. “Physician Quality and Health Care for
the Poor and Uninsured.” INQUIRY: The Journal of Health Care Organization,
Provision, and Financing, 47(1):62-80.
Garfield, Rachel, Anthony Damico, Jessica Stephens, and Saman Rouhani. 2014. The
Coverage Gap: Uninsured Poor Adults in States that Do Not Expand Medicaid–
An Update. Kaiser Family Foundation. Retrieved May 24, 2017 from
(http://www.nasuad.org/sites/nasuad/files/the-coverage-gap-uninsured-pooradults-in-states-that-do-not-expand-medicaid-issue-brief.pdf)

68

Garfield, Rachel and Katherine Young. 2015. Adults Who Remained Uninsured at the
End of 2014. Kaiser Family Foundation. Retrieved May 24, 2017 from
(http://www.nationaldisabilitynavigator.org/wp-content/uploads/newsitems/KFF_issue-brief-adults-who-remained-uninsured-at-end-of-2014.pdf)
Garfield, Rachel and Anthony Damico. 2017. The Coverage Gap: Uninsured Poor Adults
in States that Do Not Expand Medicaid. Kaiser Family Foundation. Retrieved
April 20, 2018 from (http://files.kff.org/attachment/Issue-Brief-The-CoverageGap-Uninsured-Poor-Adults-in-States-that-Do-Not-Expand-Medicaid)
Garmon-Bibb, Sandra C., Diane L. Padden, and Wakettia Ferguson. 2012. “Moderators
of Access and Utilization of Clinical Preventive Services in Older Adults.”
Journal of Advanced Nursing, 68(2):335-348.
Gawande, Atul. 2011. “The Hot Spotters.” The New Yorker. Retrieved September 15,
2017 from (https://www.newyorker.com/magazine/2011/01/24/the-hot-spotters)
Gibson, Katherine, Sergio Rueda, Sean B. Rourke, Tsegaye Bekele, Sandra Gardner,
Haile Fenta, Trevor A. Hart, and the OHTN Cohort Study. 2011. “Mastery and
Coping Moderate the Negative Effect of Acute and Chronic Stressors on Mental
Health-Related Quality of Life in HIV.” AIDS Patient Care and STDs, 25(6):371381.
Glover, Saundra, Charity G. Moore, Janice C. Probst, and Michael E. Samuels. 2004.
“Disparities in Access to Care Among Rural Working‐Age Adults.” The Journal
of Rural Health, 20(3):193-205.
Goodwin, Renee, and Ronald M. Andersen. 2002. “Use of The Behavioral Model of
Health Care Use to Identify Correlates of Use of Treatment for Panic Attacks in
The Community.” Social Psychiatry and Psychiatric Epidemiology, 37(5):212219.
Goodwin, Kristine and Laura Tobler. 2008. Community Health Workers Expanding the
Scope of the Health Care Delivery System. National Conference of State
Legislatures. Retrieved October 12, 2017 from
(https://www.ncsl.org/print/health/chwbrief.pdf)
Greenville Health System. 2016. “Greenville Health System Community Health Needs
Assessment Greenville, Laurens, Oconee, and Pickens Counties, South Carolina.”
Retrieved November 7, 2017 from
(http://cloudfront.greenvillehealthsystem.net/docs/community-health-needsassessment-chna-2016.pdf)

69

Gresenz, Carole R. and Jose J. Escarce. 2011. “Spillover Effects of Community
Uninsurance on Working-Age Adults and Seniors: An Instrumental Variables
Analysis.” Medical Care, 49(9):e14-e21.
Grumbach, Kevin, Dennis Keane, and Andrew Bindman. 1993. "Primary Care and Public
Emergency Department Overcrowding." American Journal of Public Health
83(3):372-378.
Hadley, Jack, and Peter Cunningham. 2004. "Availability of Safety Net Providers and
Access to Care of Uninsured Persons." Health Services Research 39(5):15271546.
Han, Xinxin, , Kathleen T. Call, Jessie K. Pintor, Giovann Alarcon-Espinoza, and Alisha
B. Simon. 2015. “Reports of Insurance-Based Discrimination in Health Care and
its Association with Access to Care.” American Journal of Public Health,
105(S3):S517-S525.
Hardt, Nancy S., Shehzad Muhamed, Rajeeb Das, Roland Estrella, and Jeffrey Roth.
2013. "Neighborhood-level Hot Spot Maps to Inform Delivery of Primary Care
and Allocation of Social Resources." The Permanente Journal 17(1):4.
Hassan, M. K., A. V. Joshi, S. S. Madhavan, and M. M. Amonkar. 2003. “Obesity and
Health-Related Quality of Life: A Cross-Sectional Analysis of the US
Population.” International Journal of Obesity, 27(10):1227-1232.
Haley, Danielle F., Sabriya Linton, Ruiyan Luo, Josalin Hunter-Jones, Adaora A.
Adimora, Gina M. Wingood, Loida Bonney, Zev Ross, and Hannah L. F. Cooper.
2017. “Public Housing Relocations and Relationships of Changes in
Neighborhood Disadvantage and Transportation Access to Unmet Need for
Medical Care.” Journal of Health Care for the Poor and Underserved, 28(1):315328.
Healthy People 2020. 2014. Access to Health Services. Office of Disease Prevention and
Health Promotion. Retrieved May 15, 2017 from
(https://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-HealthServices)
Heider, Dirk, Herbert Matschinger, Heiko Müller, Kai U. Saum, Renate Quinzler, Walter
E. Haefeli, Thomas Lehnert, Hermann Brenner and Hans H. König. 2014. “Health
Care Costs in the Elderly in Germany: An Analysis Applying Andersen’s
Behavioral Model of Health Care Utilization.” BMC Health Services Research,
14(1):71.

70

Hendryx, Michael S., Melissa M. Ahern, Nicholas P. Lovrich, and Arthur H. McCurdy.
2002. “Access to Health Care and Community Social Capital." Health Services
Research-Chicago, 37(1):87-104.
Honda, Keiko and Judith S. Jacobson. 2005. “Use of Complementary and Alternative
Medicine among United States Adults: The Influences of Personality, Coping
Strategies, and Social Support.” Preventive Medicine, 40(1):46-53.
Hu, Ruwei, Leiyu Shi, Sarika Rane, Jinsheng Zhu, and Chien C. Chen. 2014. “Insurance,
Racial/Ethnic, SES-Related Disparities in Quality of Care among US Adults with
Diabetes”. Journal of Immigrant and Minority Health, 16(4):565-575.
Institute of Medicine. 2003. Hidden Costs, Value Lost: Uninsurance in America.
Washington, D. C.: National Academies Press.
Institute of Medicine. 2009. America’s Uninsured Crisis: Consequences for Health and
Health Care. Report Brief. Retrieved April 13, 2017 from
(http://www.nationalacademies.org/hmd/~/media/Files/Report%20Files/2009/Am
ericas-Uninsured-Crisis-Consequences-for-Health-and-HealthCare/Americas%20Uninsured%20Crisis%202009%20Report%20Brief.pdf)
Jacobs, Anna W., Terrence D. Hill, and Amy M. Burdette. 2015. “Health Insurance
Status and Symptoms of Psychological Distress among Low-Income Urban
Women.” Society and Mental Health, 5(1):1-15.
Janicke, David M. and Jack W. Finney. 2001. “Children's Primary Health Care Services:
A Social‐Cognitive Model of Sustained High Use.” Clinical Psychology: Science
and Practice, 8(2):228-241.
Jia, Haomiao, David G. Moriarty, and Norma Kanarek. 2009. “County-Level Social
Environment Determinants of Health-Related Quality of Life among US Adults:
A Multilevel Analysis.” Journal of Community Health, 34(5):430-439.
Jiang H. J. and James W. Begun. 2002. “Dynamics of Change in Local Physician Supply:
An Ecological Perspective.” Social Science and Medicine, 54:1525–1541
Jiang, Yongwen and Jana E. Hesser. 2009. “Using Item Response Theory to Analyze the
Relationship Between Health-Related Quality of Life and Health Risk Factors.”
Preventing Chronic Disease, 6(1):A30.
Joekes, Katherine, Therese Van Elderen, and Karlein Schreurs. 2007. “Self-Efficacy and
Overprotection Are Related to Quality of Life, Psychological Well-Being and
Self-Management in Cardiac Patients.” Journal of Health Psychology, 12(1):4-16.

71

Judd, Fiona, Henry Jackson, Angela Komiti, Greg Murray, Caitlin Fraser, Aaron Grieve,
and Rapson Gomez. 2006. “Help-Seeking by Rural Residents for Mental Health
Problems: The Importance of Agrarian Values.” Australian and New Zealand
Journal of Psychiatry, 40(9):769-776.
Kaiser Family Foundation. 2004. “Lack of Coverage: A Long Term Problem for Most
Uninsured.” Retrieved April 27, 2017 from
(https://kaiserfamilyfoundation.files.wordpress.com/2013/01/lack-of-coverage-along-term-problem-for-most-uninsured.pdf)
Kaiser Family Foundation. 2012a. “Summary of Coverage Provisions in the Patient
Protection and Affordable Care Act.” Retrieved March 20, 2017 from
(https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8023-r.pdf)
Kaiser Family foundation. 2012b. “The Uninsured and The Difference Health Insurance
Makes”. Retrieved June 1, 2017 from
(https://kaiserfamilyfoundation.files.wordpress.com/2013/01/1420-14.pdf)
Kaiser Family Foundation. 2012c. “A Guide to the Supreme Court’s Decision on the
ACA’s Medicaid Expansion.” Retrieved June 3, 2017 from
(https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8347.pdf)
Kaiser Family Foundation. 2016. “Key Data on Health and Health Coverage in South
Carolina”. Retrieved May 27, 2017 from (http://files.kff.org/attachment/factsheet-key-data-on-health-and-health-coverage-in-south-carolina)
Kaiser Family Foundation. 2017. “Key Facts about the Uninsured Population.” Retrieved
April 20, 2018 from (http://files.kff.org/attachment/Fact-Sheet-Key-Facts-aboutthe-Uninsured-Population)
Kaiser Family Foundation. 2018. “Status of The State Action On the Medicaid Expansion
Decision”. Retrieved April 20, 2018 from (https://www.kff.org/healthreform/state-indicator/state-activity-around-expanding-medicaid-under-theaffordable-careact/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22
sort%22:%22asc%22%7D)
Kalousova, Lucie, and Sarah A. Burgard. 2013. “Debt and Foregone Medical Care."
Journal of Health and Social Behavior 54(2):204-220.
Kamimura, Akiko, Nancy Christensen, Jamie A. Prevedel, Jennifer Tabler, Brian J.
Hamilton, Jeanie Ashby, and Justine J. Reel. 2014. “Quality of Life among Free
Clinic Patients Associated with Somatic Symptoms, Depression, and Perceived
Neighborhood Environment.” Journal of Community Health, 39(3):524-530.

72

Kamimura, Akiko, Jeanie Ashby, Allison Jess, Alla Chernenko, Jennifer Tabler, Ha N.
Trinh, Maziar M. Nourian, Guadalupe Aguilera, and Justine J. Reel. 2015.
“Stress, Coping Strategies, and Depression–Uninsured Primary Care Patients.”
American Journal of Health Behavior, 39(6):742-750.
Kane, Robert L., Matthew Maciejewski, and Michael Finch. 1997. “The Relationship of
Patient Satisfaction with Care and Clinical Outcomes.” Medical Care, 35(7):714730.
Katzen, Amy and Maggie Morgan. 2014. Affordable Care Act Opportunities for
Community Health Workers: How Medicaid Preventive Services, Medicaid
Health Homes, and State Innovation Models are Including Community Health
Workers. Center for Health Law and Policy Innovation. Retrieved October 12,
2017 from (https://www.chlpi.org/wp-content/uploads/2013/12/ACAOpportunities-for-CHWsFINAL-8-12.pdf)
Kauffman, Jonathon. 2017. City’s Health Care Initiative Shows Success, But Questions
Remain. San Francisco Chronicle. Retrieved March 22, 2018 from
(https://www.sfchronicle.com/restaurants/article/City-s-health-care-initiativeshows-success-12300530.php)
Keck, Anthony. 2012. South Carolina's View: The Affordable Care Act's Medicaid
Expansion is the Wrong Approach. Health Affairs Blog. Retrieved November 7,
2017 from
(https://www.healthaffairs.org/do/10.1377/hblog20120906.022849/full/)
Kleinberg, A., A. Aluoja, and V. Vasar. 2013. “Social Support in Depression: Structural
and Functional Factors, Perceived Control and Help-Seeking.” Epidemiology and
Psychiatric Sciences, 22(04):345-353.
Kim, Daniel and Ichiro Kawachi. 2007. “US State-Level Social Capital and HealthRelated Quality of Life: Multilevel Evidence of Main, Mediating, and Modifying
Effects.” Annals of Epidemiology, 17(4):258-269.
Kimerling, Rachel and Nikki Baumrind. 2005. “Access to Specialty Mental Health
Services among Women in California.” Psychiatric Services, 56(6):729-734.
King, Robert. 2018. The Obamacare Individual Mandates is Repealed. Here’s What’s
Next. Washington Examiner. Retrieved April 16, 2018 from
(https://www.washingtonexaminer.com/the-obamacare-individual-mandate-isrepealed-heres-whats-next}

73

Kirby, James B. and Toshiko Kaneda. 2005. “Neighborhood Socioeconomic
Disadvantage and Access to Health Care.” Journal of Health and Social
Behavior, 46(1):15-31.
Kirchhoff, Anne C., Courtney R. Lyles, Mark Fluchel, Jennifer Wright, and Wendy
Leisenring. 2012. “Limitations in Health Care Access and Utilization among
Long‐Term Survivors of Adolescent and Young Adult Cancer.” Cancer,
118(23):5964-5972.
Kobau, Rosemarie, Marc A. Safran, Matthew M. Zack, David G. Moriarty, and Daniel
Chapman. 2004. “Sad, Blue, or Depressed Days, Health Behaviors and HealthRelated Quality of Life, Behavioral Risk Factor Surveillance System, 1995–
2000.” Health and Quality of Life Outcomes, 2(1):40.
Koziol-McLain, Jane, David W. Price, Barbara Weiss, Agatha A. T. Quinn, and
Benjamin Honigman. 2000. “Seeking Care for Nonurgent Medical Conditions in
the Emergency Department: Through the Eyes of the Patient.” Journal of
Emergency Nursing, 26(6):554-563.
Kramer, Tamara and Corinne Alberts. 2016. Rounding the Bend: Enrollment and
Outreach Updates from the State-Based Marketplaces. National Academy for
State Health Policy. Retrieved March 24, 2018 from (https://nashp.org/statebased-marketplaces-2015-wrap-up-an-update-on-enrollment-and-outreach/)
Kubzansky, Laura D., S. V. Subramanian, Ichiro Kawachi, Martha E. Fay, Mah-J.
Soobader, and Berkman, L. F. 2005. “Neighborhood Contextual Influences on
Depressive Symptoms in the Elderly.” American Journal of Epidemiology,
162(3):253-260.
Lang, D., L. J Cragin, D. Raymond, and S. Kane. 2014. “In A Neighborhood Near You:
How Community Health Workers Help People Obtain Health Insurance and
Primary Care.” Journal of Health Care for the Poor and Underserved, 25(1):lviiilxiii.
Lantz, Paula M., James S. House, James M. Lepkowski, David R. Williams, Richard P.
Mero, and Jieming Chen, J. 1998. “Socioeconomic Factors, Health Behaviors, and
Mortality: Results from a Nationally Representative Prospective Study of US
Adults.” Jama, 279(21):1703-1708.
Law, Michael, Kathi Wilson, John Eyles, Susan Elliott, Michael Jerrett, Tina Moffat, and
Isaac Luginaah. 2005. “Meeting Health Need, Accessing Health Care: The Role
of Neighbourhood.” Health & Place, 11(4):367-377.

74

Lim, Jung W. and Brad Zebrack. 2008. “Different Pathways in Social Support and
Quality of Life Between Korean American and Korean Breast and Gynecological
Cancer Survivors.” Quality of Life Research, 17(5):679-689.
Link, Bruce G. and Jo Phelan. 1995. “Social Conditions as Fundamental Causes of
Disease.” Journal of Health and Social Behavior, (35):80-94.
Liptick, Kevin, Tami Luhby, and Phil Mattingly. 2017. Trump Will End Health Care
Cost-Sharing Subsidies. CNN Politics. Retrieved April 16, 2018 from
(https://www.cnn.com/2017/10/12/politics/obamacare-subsidies/index.html)
Mathison, David J., James M. Chamberlain, Nuala M. Cowan, Ryan N. Engstrom, Linda
Y. Fu, Anthony Shoo, and Stephen J. Teach. 2013. "Primary Care Spatial Density
and Nonurgent Emergency Department Utilization: A New Methodology for
Evaluating Access to Care." Academic Pediatrics 13(3):278-285.
McGrail, Matthew Richard, John Stirling Humphreys, and Bernadette Ward. 2015.
"Accessing Doctors at Times of Need–Measuring the Distance Tolerance of Rural
Residents for Health-Related Travel." BMC Health Services Research 15(1):212.
Mcleod Health. 2016a. “McLeod Health Cheraw Community Health Needs Assessment
(CHNA) Implementation Plan Narrative.” Retrieved November 7, 2017 from
(https://www.mcleodhealth.org/wpcontent/uploads/2017/04/McLeod_Health_Cheraw_Executive_Summary-A.pdf)
McLeod Health. 2016b. “McLeod Regional Medical Center and McLeod Darlington
Community Health Needs Assessment (CHNA) Implementation Plan Narrative.”
Retrieved November 7, 2017 from (https://www.mcleodhealth.org/wpcontent/uploads/2016/10/MRMC_and_McLeod_Darlington_Executive_Summary
.pdf)
Mechanic, David and Jennifer Tanner. 2007. “Vulnerable People, Groups, and
Populations: Societal View.” Health Affairs, 26(5):1220-1230.
Mohseni, Mohabbat. and Martin Lindstrom. 2007. “Social Capital, Trust in the HealthCare System and Self-Rated Health: The Role of Access to Health Care in a
Population-Based Study.” Social Science & Medicine, 64(7):1373-1383.
Mojtabai, Ramin. 2005. “Trends in Contacts with Mental Health Professionals and Cost
Barriers to Mental Health Care among Adults with Significant Psychological
Distress in the United States: 1997–2002.” American Journal of Public Health,
95(11):2009-2014.

75

Moriarty, David G., Rosemarie Kobau, Matthew M. Zack, and Hatice S. Zahran. 2005.
“Tracking Healthy Days—A Window on the Health of Older Adults.” Preventing
Chronic Disease, 2(3):A16.
Moriarty, David G., Matthew M. Zack, and Rosemarie Kobau. 2003. “The Centers for
Disease Control and Prevention's Healthy Days Measures–Population Tracking of
Perceived Physical and Mental Health Over Time.” Health and Quality of Life
Outcomes, 1(1):37.
Motl, Robert W., Edward Mcauley, Daniel Wynn, Brian Sandroff, and Yoojin Suh. 2013.
“Physical Activity, Self-Efficacy, And Health-Related Quality of Life in Persons
with Multiple Sclerosis: Analysis of Associations Between Individual-Level
Changes Over One Year.” Quality of Life Research, 22(2):253-261.
Moulds, Donald and Shawn Bishop. 2017. Why Tax Reform Could Be a Serious Threat to
Health Care. The Commonwealth Fund. Retrieved January 12, 2017 from
(http://www.commonwealthfund.org/publications/blog/2017/nov/why-tax-reformcould-be-a-serious-threat-to-health-care)
Mukherjee, Soumyadeep. 2013. “Comparing Adult Males and Females in The United
States to Examine the Association Between Body Mass Index and Frequent
Mental Distress: An Analysis of Data from BRFSS 2011.” Psychiatry Journal,
2013.
Ngui, Emmanuel M. and Glenn Flores. 2006. “Satisfaction with Care and Ease of Using
Health Care Services Among Parents of Children with Special Health Care
Needs: The Roles of Race/Ethnicity, Insurance, Language, And Adequacy of
Family-Centered Care.” Pediatrics, 117(4):1184-1196.
Nieminen, Tarja, Tuija Martelin, Seppo Koskinen, Hillevi Aro, Erikki Alanen, and
Marikku T. Hyyppä. 2010. “Social Capital as A Determinant of Self-Rated Health
and Psychological Well-Being.” International Journal of Public Health,
55(6):531-542.
O'Brien Gail M., Michael D. Stein, Sally Zierler, Marc Shapiro, Patricia O'Sullivan, and
Robert Woolard. 1997. “Use of The ED as A Regular Source of Care: Associated
Factors Beyond Lack of Health Insurance.” Annals of Emergency Medicine,
(30):286-291
O’Neal, Catherine W., K. S. Wickrama, Penny A. Ralston, Jasminka Z. Ilich, Cynthia M.
Harris, Catherine Coccia, Iris Young-Clark, and Jennifer Lemacks. 2014. “Health
Insurance Status, Psychological Processes, And Older African Americans’ Use of
Preventive Care.” Journal of Health Psychology, 19(4):491-502.

76

Onega, Tracy, Eric J. Duell, Xun Shi, Dongmei Wang, Eugene Demidenko, and David
Goodman. 2008. “Geographic Access to Cancer Care in the US.” Cancer,
112(4):909-918.
Ostrov, Barbara F. 2015. California Exchange Targets ‘Hot Spots’ With High Rates Of
Uninsured. Kaiser Health News. Retrieved September 15, 2017 from
(https://khn.org/news/california-exchange-targets-hot-spots-with-high-rates-ofuninsured/)
Padgett, Deborah K., and Beth Brodsky. 1992. "Psychosocial Factors Influencing NonUrgent Use of the Emergency Room: A Review of the Literature and
Recommendations for Research and Improved Service Delivery." Social Science
& Medicine 35(9):1189-1197.
Pagán, Jose A. and Mark V. Pauly. 2006.” Community‐Level Uninsurance And the
Unmet Medical Needs of Insured and Uninsured Adults.” Health Services
Research, 41(3p1):788-803.
Pagán, Jose A., Lakshmi Balasubramanian, and Mark V. Pauly. 2007. “Physicians’
Career Satisfaction, Quality of Care and Patients’ Trust: The Role of Community
Uninsurance.” Health Economics, Policy and Law, 2(04):347-362.
Pagán, Jose A., David A. Asch, Cynthia J. Brown, Carmen E.Guerra, and Katrina
Armstrong. 2008. “Lack of Community Insurance and Mammography Screening
Rates Among Insured and Uninsured Women.” Journal of Clinical Oncology,
26(11):1865-1870.
Pauly, Mark V. and Jose A. Pagán. 2007. “Spillovers and Vulnerability: The Case of
Community Uninsurance.” Health Affairs, 26(5):1304-1314.
Pear, Robert. 2018. Trump Proposes New Health Plans Options For Small Businesses.
New York Times. Retrieved April 16, 2018 from
(https://www.nytimes.com/2018/01/04/us/politics/trump-association-health-plansobamacare.html)
Pearlin, Leonard I., Elizabeth G. Menaghan, Morton A. Lieberman, and Joseph T.
Mullan. 1981. “The Stress Process.” Journal of Health and Social Behavior,
22(4):337-356.
Peipins, Lucy A., Shannon Graham, Randall Young, Brian Lewis, Stephanie Foster,
Barry Flanagan, and Andrew Dent. 2011. "Time and Distance Barriers to
Mammography Facilities in the Atlanta Metropolitan Area." Journal of
Community Health 36(4):675-683.

77

Penchansky, Roy and J. W. Thomas. 1981. “The Concept of Access: Definition and
Relationship to Consumer Satisfaction.” Medical Care, 19(2):127-140.
Penson, David F., Marcia L. Stoddard, David J. Pasta, Deborah P. Lubeck, Scott C.
Flanders, and Mark S. Litwin. 2001. “The Association Between Socioeconomic
Status, Health Insurance Coverage, And Quality of Life in Men with Prostate
Cancer.” Journal of Clinical Epidemiology, 54(4):350-358.
Perry, Megan, Robert L. Williams, Nina Wallerstein, and Howard Waitzkin. 2008.
“Social Capital and Health Care Experiences Among Low-Income Individuals.”
American Journal of Public Health, 98(2):330-336.
Phillips, Kathryn A., Kathleen R. Morrison, Ronald Andersen, and Lu A. Aday. 1998.
“Understanding the Context of Healthcare Utilization: Assessing Environmental
and Provider-Related Variables in The Behavioral Model of Utilization.” Health
Services Research, 33(3 Pt 1):571.
Popescu, Ioana, Kevin C. Heslin, Rosanna M. Coffey, Raynard E. Washington,
Marguerite L. Barrett, Lucy H. Karnell, and Jose J. Escarce. 2017. “Differences in
Use of High-Quality and Low-Quality Hospitals Among Working-Age
Individuals by Insurance Type.” Medical Care, 55(2):148-154.
Preamble to The Constitution of WHO as Adopted by The International Health
Conference, New York, 19 June - 22 July 1946; Signed On 22 July 1946 By the
Representatives Of 61 States (Official Records Of WHO, No. 2, P. 100) And
Entered into Force On 7 April 1948. The Definition Has Not Been Amended
Since 1948.
Prentice, Julia C. 2006. “Neighborhood Effects on Primary Care Access in Los Angeles.”
Social Science & Medicine, 62(5):1291-1303
Price, Carter C. and Christine Eibner. 2013. “For States That Opt Out of Medicaid
Expansion: 3.6 Million Fewer Insured And $8.4 Billion Less in Federal
Payments.” Health Affairs, 32(6):1030-1036.
Quail, Jacqueline M., Christina Wolfson, and Abby Lippman. 2011. “Unmet Need and
Psychological Distress Predict Emergency Department Visits in CommunityDwelling Elderly Women: A Prospective Cohort Study.” BMC Geriatrics,
11(1):86.
Rapalo, Deborah M., Jenna L. Davis, Paul Burtner, and Eric D. Bouldin. 2010. “Cost as
A Barrier to Dental Care Among People with Disabilities: A Report from The
Florida Behavioral Risk Factor Surveillance System.” Special Care in Dentistry,
30(4):133-139.

78

Raymond, Mareeni, Steve Iliffe, Kalpa Kharicha, Danielle Harari, Cameron Swift,
Gerhard Gillmann, and Andreas E. Stuck. 2011. “Health Risk Appraisal for Older
People 5: Self-Efficacy in Patient–Doctor Interactions.” Primary Health Care
Research & Development, 12(04):348-356.
Rhoades, Jeffrey A. And Steven B. Cohen. 2014. The Long Term Uninsured in America,
2009-2012 (Selected Intervals): Estimated for The US Civilian
Noninstitutionalized Population Under Age 65. Agency for Healthcare Research
and Quality. Retrieved April 27, 2017 from
(https://meps.ahrq.gov/data_files/publications/st464/stat464.pdf)
Ricketts, Thomas C., Randy Randolph, Hilda A. Howard, Donald Pathman, and Timothy
Carey. 2001. “Hospitalization Rates as Indicators of Access to Primary Care.”
Health & Place, 7(1):27-38.
Roper St. Francis. 2016. “Tri County Health Landscape: 2016 Community Health Needs
Assessment Report”. Retrieved November 7, 2017 from
(http://www.rsfh.com/upload/docs/About%20Us/Mission/2017%20CHNA%20He
alth%20Report%20FINAL.PDF)
Rust, George, Peter Baltrus, Jiali Ye, Elvan Daniels, Alexander Quarshie, Paul
Boumbulian, and Harry Strothers. 2009. “Presence of A Community Health
Center and Uninsured Emergency Department Visit Rates in Rural Counties.” The
Journal of Rural Health, 25(1):8-16.
Sabik, Lindsay M. 2012. “The Effect of Community Uninsurance Rates on Access to
Health Care.” Health Services Research, 47(3pt1):897-918.
Sagrestano, Lynda M., Joy Clay, Ruth-Beth Finerman, Jennifer Gooch, and Melanie
Rapino. 2014. "Transportation Vulnerability as a Barrier to Service Utilization for
HIV-Positive Individuals." Aids Care 26(3):314-319.
Saha, Somnath, Miriam Komaromy, Thomas D. Koepsell, and Andrew B. Bindman.
1999. “Patient-Physician Racial Concordance and The Perceived Quality and Use
of Health Care.” Archives of Internal Medicine, 159(9):997-1004.
Salganicoff, Alina Usha Ranji, Adara Beamesderfer, and Nisha Kurani. 2014. Women
and Health Care in The Early Years of the Affordable Care Act: Key Findings
from the 2013 Kaiser Women’s Health Survey. Kaiser Family Foundation.
Retrieved January 13, 2017 from
(https://kaiserfamilyfoundation.files.wordpress.com/2014/05/8590-women-andhealth-care-in-the-early-years-of-the-affordable-care-act.pdf)

79

Sanger-Katz, Margot, Brad Plumer, Erica L. Green and Jim Tankersley. 2018. What’s
Hidden in the Senate Spending Bill. The New York Times. Retrieved April 24,
2018 from (https://www.nytimes.com/2018/02/08/us/politics/senate-spendingbill-taxes-medicare.html)
Sapp, Amy L., Amy Trentham‐Dietz, Polly A. Newcomb, John M. Hampton, Carol M.
Moinpour, and Patrick L. Remington. 2003. “Social Networks and Quality of Life
Among Female Long‐Term Colorectal Cancer Survivors.” Cancer, 98(8):17491758.
SCaleDown. 2015. “Community Health Improvement: County Profiles”. Retrieved
November 7, 2017 from (http://scaledown.org/profiles/index.php)
Schencker, Lisa. 2017. How GOP Tax Bill's Obamacare Changes Will Affect Health
Care and Consumers. Chicago Tribune. Retrieved April 24, 2018 from
(http://www.chicagotribune.com/business/ct-biz-obamacare-insurance-penaltyrepeal-1221-story.html)
Shi, Leiyu. 2001. “The Convergence of Vulnerable Characteristics and Health Insurance
in the US.” Social Science & Medicine, 53(4):519-529.
Shi, Leiyu and Douglas A. Singh. 2014. Delivering Health Care in America. Jones &
Bartlett Learning.
Shi, Leiyu and Gregory D. Stevens. 2005a. Vulnerable Populations in The United States
(Vol. 23). John Wiley & Sons.
Shi, Leiyu and Gregory Stevens. 2005b. “Vulnerability and Unmet Health Care Needs.”
Journal of General Internal Medicine, 20(2):148-154.
Smolderen, Kim G., John A. Spertus, Brahmajee K. Nallamothu, Harlan M. Krumholz,
Fengming Tang, Joseph S. Ross, Henry H. Ting, Karen P. Alexander, Saif S.
Rathore, and Paul S. Chan. 2010. "Health Care Insurance, Financial Concerns in
Accessing Care, and Delays to Hospital Presentation in Acute Myocardial
Infarction." Jama 303(14):1392-1400.
South Carolina Department of Health and Human Services. 2012a. “Health Worker in
Primary Care Practices”. Retrieved October 12, 2017 from
(https://www.scdhhs.gov/press-release/community-health-worker-primary-carepractices)
South Carolina Department of Health and Human Services. 2012b. “South Carolina
Medicaid and the Community Health Worker Program”. Retrieved October 12,
2017 from

80

(https://www.scdhhs.gov/sites/default/files/SC%20Medicaid%20and%20the%20
Community%20Health%20Worker%20Program.pdf)
Strine, Tara W., Earl S. Ford, Lina Balluz, Daniel P. Chapman, and Ali H. Mokdad.
2004a. “Risk Behaviors and Health-Related Quality of Life Among Adults with
Asthma: The Role of Mental Health Status.” Chest Journal, 126(6):1849-1854.
Strine, Tara W., Greenlund, K. J., Brown, D. W., Ali H. Mokdad, & Lina Balluz. 2004b.
“Characteristics of People Aged 45 Years or Older with Heart Disease by
Frequent Mental Distress Status, 2001.” Preventive Medicine, 39(1):191-196.
Strine, Tara. W., Lina Balluz, Daniel P. Chapman, David G. Moriarty, Michelle Owens,
and Ali H. Mokdad. 2004c. “Risk Behaviors and Healthcare Coverage Among
Adults by Frequent Mental Distress Status, 2001.” American Journal of
Preventive Medicine, 26(3):213-216.
Strine, Tara W., Jennifer M. Hootman, Catherine A. Okoro, Lina Balluz, David G.
Moriarty, Michelle Owens, and Ali H. Mokdad. 2004d. “Frequent Mental Distress
Status Among Adults with Arthritis Age 45 Years and Older, 2001.” Arthritis
Care & Research, 51(4):533-537.
Strine, Tara W., Daniel P. Chapman, Lina Balluz, and Ali H. Mokdad. 2008a. “HealthRelated Quality of Life and Health Behaviors by Social and Emotional Support.”
Social Psychiatry and Psychiatric Epidemiology, 43(2):151-159.
Strine, Tara W., Daniel P. Chapman, Lina Balluz, David G. Moriarty, and Ali H.
Mokdad. 2008b. “The Associations Between Life Satisfaction and Health-Related
Quality of Life, Chronic Illness, And Health Behaviors Among US CommunityDwelling Adults.” Journal of Community Health, 33(1):40-50.
Strine, Tara W., Matthew Zack, Satvinder Dhingra, Benjamin Druss, and Eduardo
Simoes. 2011. “Uninsurance Among Nonelderly Adults with And Without
Frequent Mental and Physical Distress in The United States.” Psychiatric
Services, 62(10):1131-1137.
Thoits, Peggy A. 2006. “Personal Agency in The Stress Process.” Journal of Health and
Social Behavior, 47(4):309-323.
Thompson, William W., Matthew M. Zack, Gloria L. Krahn, Elena M. Andresen, and
John P. Barile. 2012. “Health-Related Quality of Life Among Older Adults with
And Without Functional Limitations.” American Journal of Public Health,
102(3):496-502.

81

Thorpe, Joshua M., Carolyn T. Kalinowski, Mark E. Patterson, and Betsy L. Sleath.
2006. “Psychological Distress as A Barrier to Preventive Care in CommunityDwelling Elderly in The United States.” Medical Care, 44(2):187-191.
Tri County Health Network. 2016. “Tri-County Health Network Community Health
Needs Assessment Report”. Retrieved November 7, 2017 from
(https://www.trmchealth.org/sites/www/Uploads/files/Publications/TriCounty%20Health%20Network%20CHNA%20Report%202016.pdf)
Uberoi, Namrata, Kenneth Finegold, And Emily Gee. 2016. Health Insurance Coverage
and The Affordable Care Act, 2010–2016. Office of the Assistant Secretary for
Planning and Evaluation. Retrieved June 1, 2017 from
(https://aspe.hhs.gov/system/files/pdf/187551/ACA2010-2016.pdf.)
Umubyeyi, Aline, Ingrid Mogren, Joseph Ntaganira, and Gunilla Krantz. 2016. “HelpSeeking Behaviours, Barriers to Care and Self-Efficacy for Seeking Mental
Health Care: A Population-Based Study in Rwanda.” Social Psychiatry and
Psychiatric Epidemiology, 51(1):81-92.
Wan, George J., Michael A. Counte, And David F. Cella. 1997. “The Influence of
Personal Expectations on Cancer Patients' Reports of Health‐Related Quality of
Life.” Psycho‐Oncology,6(1):1-11.
Ward, Brian W. and Michael E. Martinez. 2015. “Health Insurance Status and
Psychological Distress Among US Adults Aged 18–64 Years.” Stress and Health,
31(4):324-335.
Weisz, Daniel, Michael K. Gusmano, Grace Wong, And John Trombley II. 2015.
“Emergency Department Use: A Reflection of Poor Primary Care Access?” The
American Journal of Managed Care, 21(2): E152-60
Weiwei, Chen, Teresa M. Waters, And Cyril F. Chang. 2015. “Insurance Impact on
Nonurgent And Primary Care-Sensitive Emergency Department Use.” The
American Journal of Managed Care, 21(3):210-217.
Weng, Li C., Yu T. Dai, Hsiu L. Huang, and Yang J. Chiang. 2010. “Self‐Efficacy, Self‐
Care Behaviors and Quality of Life of Kidney Transplant Recipients.” Journal of
Advanced Nursing, 66(4):828-838.
Willet, Michelle N., Donald K. Hayes, Rebecca L. Zaha, and Loretta J. Fuddy. 2012.
“Social-Emotional Support, Life Satisfaction, And Mental Health on
Reproductive Age Women’s Health Utilization, US, 2009.” Maternal and Child
Health Journal, 16(2):203-212.

82

Wishner, Jane B., Anna C. Spencer, and Erik Wengle. 2014. Analyzing Different
Enrollment Outcomes in Select States That Used the Federally Facilitated
Marketplace In 2014. Washington, DC: Urban Institute.
(http://www.urban.org/sites/default/files/publication/33906/2000014-AnalyzingDifferent-Enrollment-Outcomes-in-Select-States-that-Used-the-FederallyFacilitated-Marketplace-in-2014.pdf)
Wu, Chen, Kefang Wang, Tao Sun, Dongjuan Xu, and Mary H. Palmer. 2015.
“Predicting Help‐Seeking Intention of Women with Urinary Incontinence in
Jinan, China: A Theory of Planned Behaviour Model.” Journal of Clinical
Nursing, 24(3-4):457-464.
Yen, Irene H., Edward H. Yelin, Patricia Katz, Mark D. Eisner, and Paul D. Blanc. 2006.
“Perceived Neighborhood Problems and Quality of Life, Physical Functioning,
And Depressive Symptoms Among Adults with Asthma.” American Journal of
Public Health, 96(5):873-879.
Zack, Matthew M. 2013. Health-Related Quality of Life — United States, 2006 and 2010.
Centers for Disease Control and Prevention. Retrieved May 26, 2017 from
(https://www.cdc.gov/mmwr/preview/mmwrhtml/su6203a18.htm)
Zack, Matthew M., David G. Moriarty, Donna F. Stroup, Earl S. Ford, and Ali H.
Mokdad. 2004. “Worsening Trends in Adult Health-Related Quality of Life and
Self-Rated Health—United States, 1993–2001.” Public Health Reports,
119(5):493-505.
Zahran, Hatice S., Rosemarie Kobau, David G. Moriarty, Matthew M. Zack, James Holt,
and Ralph Donehoo. 2005. “Health-Related Quality of Life Surveillance—United
States, 1993–2002”. Morbidity and Mortality Weekly Report: Surveillance
Summaries, 54(4):1-35.
Zuckerman, Steven and Yu C. Shen. 2004. “Characteristics of Occasional and Frequent
Emergency Department Users: Do Insurance Coverage and Access to Care
Matter?” Medical Care, 42(2):176-182.

83

